MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 -- 
CERTIFICATE OF DEATH nite pi: 0073 


“f 


aaa. 


sé 
3 > isi PLACE OF DEATH 2 USUAL RESIDENCE {Where deceosed lived. If institution: Residence before odmission) 
°. me b. CQUNTY . 
Ay MARYLAND 
5 4 ire Carro Maryland Set Mary's Co. FA 
Bef & b. CITY OR TOWN (if outside corporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 
3 =e: RURAL and give nearest town} 
2 Rural) Sykesville, Md. imo Waldorf OE X= 
i d. NAME OF HOSPITAL {If nof in hospitol, give street address) d. STREET ADDRESS. e. tS RESIDENCE 
” OR INSTITUTION ON A FARM? 
S pringfield State Hospi te = ves TNO [_ 
5 3. NAME OF First Middle lot 4. DATE Month Doy Yeor 
. DECEASED omes Benjamin Trouss Abell Sere 9 hk. te Be 
cs $. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [[} | 8. DATE OF BIRTH 9. AGE {i goons IF UNDER 1 YEAR| IF UNDER 24 HRS. 
rire D H i 
3 Male White wivowen Hf —oworceo fp] | 10-23-72 “4. joys | Hours | Min. 
$ 


12. CITIZEN OF WHAT COUNTRY? 


USA 


100. USUAL OCCUPATION (Give kind of wark done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country} 
during most of working life, even if relired} 


RX SX erence ores aks recrt —— Farme Maryland 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 


LON Si, | a, SI TT 


death.’ 
wt 


Thomas Abe 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? /16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Tes, no. or unknown) Ut yes. gre wor or dates of service] 
nknown unknown. Hospital Records 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b). ond (¢)-) UNTERVAL BETWEEP 
i EATH 


that the death certificate be executed within 24 haurs after death: Page 4 
Then please remave cor! 


After this certificate has been signed by the attending physicion and completely filled in by 


3 
5 
2 
& 
rs 
= 
= PART 1. DEATH WAS CAUSED BY: 
2 ae IMMEDIATE CAUSE (0). a 10 hours 
g a Hi DUE TO 
aes Conditions, if ony, which «)_Arteriosclerotic heart disease 
3 EG gove rise to immediote 
= he couse (a), stating the under: DUE TO 
e252 jvingreness Sal Generalized arteriosclerosis 
= co as 
| o.. Past tl. OTHER SI FIC Al IDITi CONTRIBUBNG Tk StH. RELA) TE IAL Di: Ee NTO IN, . WAS AUTOPSY 
bests Si cas assoc With disturbance oF metabo liem s Bowen Oh RS SLOP WE SORES: Mtronmcos 
£a8ee S lbrain diss h_psychoti es on plus_pulmonary TRC. vesT) NOTE 
Lead. .j 3 3 pas P " 
ne Be = | 200. ACCIDENT WAS UNDERLYING 1) Ob. OESCRIBE HOW INJURY OCCURRED: (Enfer nature Of injury in Port tor Part 11 of item 18.) 
BFS oe & ] OR CONTRIBUTING © CAUSE OF DEATH 
< 5 £9 © J(IF EITHER, NOTIFY MEDICAL EXAMINER} 
ve wt = T - 
ba o°o 20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, form, 1 20f. (City or town) *(Count) Stor 
F595 5 Hour 9. m. While Nat while foctory. street, office bidg.. ete) | ; ; ae aa 
= 3: = pom. 19 {ot work [] at work H 
ze 3S 21. t certify thot | ottended the deceased from___Augus t Pex. 19,55, to... erly Ya ’ 19.59 that | lost sow the deceosed 
$ = $3 olive on_Qahje59 3 ee Races ond that deoth occurred ot 5125__M, from the couses and on the date stoted above. 
p= eo . ao “~ me ‘— state) be ae D 
< - ACTUAL M4») : ingfie’ a’ ‘os pi ta, =, Be 
©: Ss SIGNATUR Uf 44 MOD. ,. ig t J PL 2 ? 
€aza 
oO 4 PHYSICIAN'S 
£2228 "| |NAMEiye Walter Knopp, MD, / Sykesville, Maryland 
$s 3 2 > 2a. BURIAL eo 22b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {Stote} 
D> i] i) 
aes g2 Buris 9/7/59 Our Lady's Chapel Medley's Neck Md, 
e 2 73. FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240, REC'D BY REGISTRAR ‘ab. REGISTRARS SIGNATURE 
VS A15 (4) \ q 


ISM 10/57 \\ " arke Ma ngley Leonardtown, Maryland DATESEp  g ‘59 aetaie GP We ede 


Then plea: 


ATTENDING PHYSICIAN: The law requires that the death certificate be executed within 24 hav 
‘OR: After this certificate has been signed by the attendi 
|, cremation, ar remaval, and in any event withii 


by the haspital ar attending physician. 


© 


TO FUNERAL 
page 3 should be detached far use os the burial-transit permit. 


the registrar priar ta buri 


TO HOSPITAI 
may be ret 


< 
a 


g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10093 = CERTIFICATE OF DEATH 


10074 


Reg. Dist. No. 


ty Sey erent a usecase (Where deceased lived. If institution: Residence before admission) 
a. ul co. STAI b. COUNTY 
MARYLAND 
Carroll Maryland Balto, City 
b. CITY OR TOWN (If outside corporate limits, write cc. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL and give neorest tawn) 
RURAL and give nearest tawn} 
Sykesville 35yrs.9mos.15days Baltimore ’ 
d NAME apa TA (If nat in haspital, give street address) ‘d. STREET ADDRESS og RESIDENCE 
Springfield State Hospital None = Came here from Bay View vec) NOLE 
EM eee First Middle Lost es. pate Month Day Year 
(Type or print) Samuel Adshead DEATH September 7, 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED B. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
Jost birthday) [Months] Days | Hours | Min. 
Male White wiooweD [] pivorcen E) | 1882 vid ven 
10a. USUAL OCCUPATION (Give kind of wark donej10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during mast of working life, even if retired) uw 
r - England Unknown 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
15. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
imgee ectsdagaa} «7 G1 seller or Some coven 
No | - - Springfield Hospital Records: 
18. CAUSE OF DEATH [Enter only one couse per line for (a), (b), and {c).) INTERVAL BETWEEN 


ONSET AND DEATH 


PART I. DEATH WAS CAUSED BY: 
BS IMMEDIATE CAUSE (o._ Chronic nephritis Years: 
59ILX DUE TO 


Canditians, if any, which rs 
gave rise to immediate 

couse (a}, stating the under. ¢ UE TO 
lying couse last. (¢) 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
Te 2 7a PERFORMED? 
Schisophrenia, paranold type. 


yes [] NO 
20a. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 1B.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY {Home, farm, | 20f. {City or town) (County) {State} 


Hour 0. m. While Natiaiie foctory, street, affice bldg, etc.) ! 
p.m. jot wark [] ot work 


H 
21.1 certify that | attended the deceased fram_ Ts_____, 195__, to Septe: 7 1959 that | last saw the deceased 
Bd god HI , and that death accurred at. 


Am, fram the causes and an the date stated abave. 
ADDRESS (Street, city or tawn, state) DATE SIGNED 


MEDICAL CERTIFICATION 


Sykesville, Maryiang eee 


" i/ 47d. LOCATION wn, or caunty) tote) 


220. BURIAL, CREMATION, 


T 7b. DATE THFREQE 
REMQYAL (Specify) ‘ 


A ‘ 


23, FUNERAL DIRECTOR'S SIGNATURE Yaa, REC 8Y ‘Dab. REGISTRAR'S SIGNATURI 
b 3 Onihia SIG 


pare ee 


oll 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 0 ” 5 
10093 CERTIFICATE OF DEATH ats , 


1. PLACE eet a Cored pee oe (Where deceased lived. If institution: Residence before odmission) 
ae Carroll MARYLAND * Maryland °°%"Carrol] 


b. eee oR oe de Sunde horas limits, write ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
Ul ive rest town! 
Westminster 1s yrs. |x Westminster -- Rural 


d. NAME OF HOSPITAL (If not in hospital, give street =) , d. STREET ADDRESS @. 1S RESIDENCE 
‘OR INSTITUTION ON A FARM? 


Glover Nursing Home ves] NOG 
First Middle a Yeor 
e OF 
MTRIC I) NI AM A BARNES 19 59 
S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED [[] | 8. DATE OF BIRTH 9. AGE (In yo a kak UNDER 24 HRS. 


male hite winoweo fX) DIVORCED [] 7-10-1875 pee 


10a. USUAL OCCUPATION (Give kind of work i a 10b. KIND OF BUSINESS OR sy BIRTHPLACE (Stote or foreign country) bee ‘hel OF WHAT COUNTRY? 


during most of working life, even if retired) 
aw_M Operato own Maryland U.Se 


13. FATHER’S NAME. 14, MOTHER'S MAIDEN NAME 
George W. Barnes Martha Bowers 


Grapes ad Reg Bs ngr EOC RCESS 16. SOCIAL SECURITY NO. }17. INFORMANT Address 
no none Edgar ere nes Marbury, Md. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] 
PART I. DEATH WAS CAUSED 


funeral directar, 


auld be filed’ 


* 


papers. Pages 1 and 
th. 


UNTERVAT BETWEEN 
te ‘a aw 


Then please remave 


the registrar priar ta burial, crematian, ar removal, and in any event within 72 haurs ofter 


Conditions, if any, which 
gove rise to immediote 
couse (0), stoting the under- 


lying couse lost, 
Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Io) } 19, ire AUTOPSY 


RFORMED?, 
¥6S (1 No 

200. ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port for Port I! of item 1B.) 

OR CONTRIBUTING C] CAUSE OF DEATH 

(IF EITHER, NOTIFY MEDICAL EXAMINER) 

20c, TIME OF INJURY Month, si Yeor [20d. INJURY OCCURRED [20e. PLACE ‘OF INJURY (Home, farm, | 20f. (City or town) (County) (State) 

Hour on. While Not st factory, street, office bldg., etc. vy H 
p.m. jot work [-] of work 


21. | certify attended the deceased Se woh oS . D5 VPY.sthor t lost sow the deceasec! 


olive on____ at --- and that death occurred at |_§2M, from the causes ond on the date stated above. 


ADORESS (Sireel, city or town, stote) SIGNED 
ACTUAL 
SIGNATUR wo.) 5k aN “ Vite ae 
> Oo Se 


? 


; ‘se 
JIISENS Weare Satie, 


Zo. BURIAL, risen Ta2b, DATE THEREOF DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City. town, or county) (Stote) 
BURTRE” | 9-12-19 Sems Creek Brethren | Carroll Co.,Md. 


23. FUNERAL DIRECTOR'S SIGNATURE 24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


ADDRESS 
C. M. Waltz, Winfield, Md. pare SEP 15 '59 Onttur # Kind 


: After this certificate has been signed by the attending physician and completely filled in 
MEDICAL CERTIFICATION. 


y the hospital or attending physician. 
detached far use as the burial-transit permit. 


TOR: 


baa 


may be retai 
page 3 shoul 
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TO FUNERAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
101708 CERTIFICATE OF DEATH Peay | 0075 


{ LW ae ae DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
: al MARYLAND 0. STATE b. COUNTY 4) 
Carroll Md. Carroll 


b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib c. CITY OR TOWN {If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) . o ‘ 
Rural _ _Finksburg x Rural inksburg 


3. NAME OF HOSPITAL (If not in hospital, give street address) jd. STREET ADDRESS 1B RESIDENCE 
OR INSTITUTION / AFARM? 


Route #1 Box 497 vestinol) 


3. NAME OF First idl 4.0 
NAME OF 7 in Middle Lost Dare Month Dey ‘Year 
(Type oF print) Ame B oR DEATH Lig IAP 198 7 


i 


S. SEX 6. COLOR OR RACE |7. MARRIED L4hNEVER MARRIED [-} | 8. DATE OF ao 9.-KGE (In yabrs [IF UNDER f YEAR| IF UNDER 24 HRS. 
AF sonlgs 20 6 ipspeion Months] Days Min. 
Male White |wrowp  ovoreo | Oct.17,100¢ as 


Wo. USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
desi most of F working life, even if retired} 


funeral director, 


a 


Then please remave carbon papers. Pages | and 2 should be filed with 
~ 


the registrar prior ta burial, cremotian, ar removol, and in any event within 72 hours after 


g jantico, Va U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


wet 


ae wien 


1S. WAS DECEASEDEVER i U. S. ARMED FORCES? |16, SOCIAL SECURITY NO, }17. INFORMANT = - 
(fax. no, oF unknown) ‘wor of dates oF service) 
O FHT 2— 252i VM 3 7 


18. CAUSE OF DEATH [Enter a ‘one couse per line for ep (b}. and (}.] INTERVAL BETWEEN 


PART 4, DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o 


DUE TO 


jd 
Conditions, if ony, which (1 


gove rise to immediote 
cotse (0}, stoting the under- Gils Ks) 
(c) 


a 
. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)]19. WAS AUTOPSY 
yes [J] NO 


20a. ACCIDENT WAS UNDERLYING (1 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 4 or Port tl of item 18.} 
OR CONTRIBUTING C] CAUSE OF DEATH 
{If EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, .. Yeor | 20d, INJURY OCCURRED Qe. ince OF INJURY (Home, form, ; 20f. (City or town} {County} (Stote) 
Hour 0. m. While, = Not zai factory, street, office bidg., ete.) | 
p.m. lot work [-} at work ' 


2.i cy that | attended the << from Zita... WwSd &, to. , WMG. thot | last saw the deceased 
alive onA78 PES a, of. and that death occurred at. Ee, lan fram the causes and an the date stated ow 


ADDRESS (Street, city or town, state} 
ACTUAL , Auf J Y 
SIGNATURE 764 J i t+ ny 4[éls7 N7 


eno [ames 1. IY 


ra 
fy 5 
720. BURIAL, CREMATION, | 22. DATE THEREOF 72d. LOCATION (City. town, 
renova ieee | LOCATION {City, town, or county) (Stote} 
9 b| Q ca . = Tt J 
23. FuNeHAL DIRECTOR'S pee novies 24a. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
pare SEP 22'59 Cnthun & Kasra 


‘OR: After this certificate has been signed by the attending physicion and completely filled in 
MEDICAL CERTIFICATION. 


y the haspitol or attending physician. 
detached for use as the burial-transit permit. 
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bad 


_ TO HOSPITA\ 
may be retain 

TO FUNERAL 
page 3 shaul 


go 


e Board of Heolth, 


Hf ony deloy i 
72 hours after death. 


pending™ in pencil in Hem 18. Give Pages }, 2, ond 3 to the fun 


tded to the Chief Medical Examiner's Office along with form PM3. Poge 5 may be retoi 
ond 2 with the Stot 


ote, writing the word ° 
CTOR: Poge 3 should be used as a burial-tronsit permit. File 


or its designoted agent. prior ta burial, cremation. ar removal, ond in any er 


& 


execute the y 
4 should be 
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“MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10077 
MEDICAL EXAMINER’S CERTIFICATE OF DEATH 


22) Reg. Dist. No. 
O19 eae 
a gases DEATH 2, USUAL RESIDENCE (Where deceased lived. If instiluiion: Residence before odmission) 
°. 0. STATE, . COUNTY 
LA Le [26 CO. _wanvano ALAR (LAW D cA RPoe 
b. CITY OR TOWN (it eutside corporate fits, write RURAL c. LENGTH OF STAY IN Ib x c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give neares| town) 


WEST wt (ER. | ALIS | We STmirs ER RO 


od, NAME OF HOSPITAL OR INSTITUTION (if not in hospito!, give stfeet dddress} f d. STREET ADDRESS e. 5 RES B ree 
Mi 


AT Aone eLd BALTIMo RE ROAD -_\wht roo 


Middle lost 4. DATE Month Doy Yea! 


3. NAME OF Firat 
omens fLLt Am CHARIS ows TEA DEATH SLPR =~ 15 LT“ 


5. SEX 6. COLOR OR RACE |7. MARRIED ChKuever MARRIED (1) ; he OF BIRTH 9. laid Ae re yeon [IFUNDER 1YEAR] IF UNDER, 24 HRS 
birt 
4 Wa wivoweo ovorces [ / Zo Z Na IP 4 oP Months] Doys | Hours | Min. 


1a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR OWA i Se {State or foreign country) 2. CITIZEN OF WHAT COUNTRY? 


dur ps working tile, even if SEO yore, sTuplo. Sy VA 


13, FATHER'S NAME 4, MOTHER'S MAIDEN NAME 


WILLIA Bow STEAD, Mabe ANAS STICK — rc 


ihe) ea Bie IN ¥. a Bp eeaoneeer V6. SOCIAL SECURITY NO. ]17. INFORMANT dress 
cap A se 19-6126 8\ une Jun. Wm. blake, Bowsteao Gere) 


18. CAUSE OF DEATH [Enier anly ane couse per li (0), {b), ond {c).] INTERVAL BETWEEEE 
PART |, DEATH WAS CAUSED BY: ss a 
IMMEDIATE CAUSE (0) 


Vie ‘ SUE TO 


Conditions, if ony, which (b) 
gave rise ta immediate cavse 

{o), stoting the underlying( CUETO 
cause lost, te}. 


PART 11, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO OCATH BUT NOT RELATEO TO THE TERMINAL DISEASE CONDITION GIVEN IN PART a3 WAS AUTOPSY 
PER 


FORMED? 
PRIMARY () ar CONTRIBUTING 


Yes{] NO be 
200, EXTERNAL CAUSE WAS. 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port } ar Part I of item 18.) 
CAUSE OF DEATH. 


Wc. TIME OF INJURY Month, Doy, Yeor _[20d. INJURY OCCURRED [20c. PLACE OF INJURY (Home, Sa 201. {City oF town) (County) {Stote) 
Hour o.m. While Not white factory, street, office bidg.. etc.) | 
Pp. m. Ww ot work et work 


21. V certify that I tack charge of the remains described above, held an Autopsy [_], InspectionJ€], Inquiry (A. ond in my 
apinion death resulted from: Natur ouses JX Accident [], Suicide [1], Homicide [J], Undetermined manner 


actu. / CASE rnp, SHIEF MEDICAL EXAMINER BATE HOES 

3 ASSISTANT MEDICAL EXAMINER ["] tad 
XAMINER’S 
NAME (Type] EPUTY MEDICAL EXAMINER by 


CREMATION, [22b. “DATE TI we / eA 72d. LOCATION (City, lown, or county) ~ (Stote) 


MEDICAL CERTIFICATION 


22 
OVAL (Specify) _ 
Vai aes Z LTime hE, MAD, _ 
3, FUNERAL a te 'S SIGNAFU ADORE 2do. REC'D BY REGISTRAR 24. REGISTRARS SIGNATURE 
A. Sof fell - Wasted, a jez 2459 Onitun Bah 


wi 


all 


funeral director, 
uld be filed with 


Poges 1 off . 


th. 


Then please remove corbon papers. 


TOR: After this certificate hos been signed by the oltending physicion and completely filled in 


detached for use os the buriol-tronsil permit. 
the registror prior to buriol, cremotion, or removol, ond in any event within 72 hours ofter 


y the hospital or attending physician. 


moy be retoi! 


TO HOSPITAL OR ATTENDING PHYSICIAN: The jow requires thot the death certificote be executed within 24 hours ofter death: Page 4 
page 3 shoul 


TO FUNERAL 


VS A1S (4) 
15M 9/55 


pom} 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
010; CERTIFICATE OF DEATH 10078 


Reg. Dist. No. 
2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before admission) 
a. STATE b, COUNTY 


aryland Frederick 


c. CITY OR TOWN (IF outside corporate limits, write RURAL and give nearest town} 


b. CITY OR TOWN (If outside corporote limits, write 


c. LENGTH OF STAY IN Ib 
RURAL and give nearest town 


m 20 a ___Myersville /OXK- a 
d. NAME OF HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS @. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital vs ONO GI 
XK, DeCtASeD a Middle lost : 4. a Month Doy Yeor 
(Type or rit Addie Harris Browning | deam September 17, 1959 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. OATE OF 8iRTH oe AGE Ties IF UNDER | YEAR|IF UNDER 24 HRS, 
* s Wu, 
F. Waite —|wroweog _oworceo] | April 2, 1871 1 ol eet 
10e. USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
‘ during most of working lite, even if retired) A 
Housewife-Teacher own, home Onto 


UeSeAs 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


unknown Harris unknown - 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? |16. SOCIAL SECURITY NO. ]17. INFORMANT Address 
T¥es, ne oF unknown), UM yes, give wor or dates of service) € ss 
No - =| nome Springfield State Hospital Record 


18. CAUSE OF DEATH [Enter only one cause per line For (0), (b), ond (c).] 
PART. DEATH MEDIATE Chose o1_erminal bronchopneumonia 
GY af DUE TO 
Conditions, if ony, which Arteriosclerotic cardiovascular disease 
(b) 


INTERVAL BETWEEN 
Ona AND DEATH 
ours 


gave rise to immediate 
couse (a). stoting the under- ( CUETO 
lying couse lon. «g__ Generalized arteriosclerosis: Years 


Past II. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a}}19. WAS AUTOPSY 
Chronic bra syndrome associated with cerebral arteriosclerosis Ee ORN 
with psycho eaction 3 yes] NoXX] 


‘We, ACCIDENT WAS UNDERLYING FJ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING E] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


TL Sone ee ee ae oe Se 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED  |20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Sore) 
Maine’ 4 cca hile foctory, street, office bldg., etc.) | 


MEDICAL CERTIFICATION 


p.m. jot work [-] at work [7] at 
21. | certify that | attended the deceased fram,__ SWLy. 4 Ne 2 ns . 1952_, to Septe 175... 1959._.thot | last saw the deceased 
alive on___ Senta 17 Geek and that death accurred at..7.2 304M, fram the causes and an the date stated above. 
LA ADDRESS (Street, city or town, stole) DATE SIGNED. 
Cee! | Sea 15 ee ars oP Qh 7 59... 
Nameines Konstantin Weber, Me De ___ Sykesville, Maryland 


te fer eee ee ee eee ee eee BEE, 


Ra. plas Risers 2b. DATE THEREOF Tc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City, town, or county) {(Stote) 
BATT | 9-20-1959 St. Paul's Lutheran! Myersville, Fred.Co, Md 
go : / 


Dab. REGISTRAR'S SIGNATURE 
Oana £ 


A EE we 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
i. 10103 CERTIFICATE OF DEATH 
be 


\ 10079 


Reg. Dist. No. 
a bare ci sige a eae eeecd (Where deceased lived. If institution: Residence before admission} 
‘ 2. 0. STA 2 Y 
Carroll MARYLAND TAicy Land ae Carroll 


¢. LENGTH OF STAY IN Ib 
LOA ESS 


¢. CITY OR TOWN ({f outside corporote limits, write RURAL ond give rearest tawn) 
ster 


Rural, Westmin 


funeral director, 


Pages 1 and Z should be filed with 


od. NAME baa nce ua not in hospital, give street oddress} 


~ 
° 

S 

o 

£ 

8 

vu 

é OR JNSUT! } d. STREET ADDRESS: ‘“, 1S RESIDENCE 

cy ut 5! a ; 

Py ves titans er, Md, R.D.1 (Silver Run) Westminster,Md.R.D.1 (Silver Run) | vesQ) no 

5 

£ 2. DECEASED i , First Middle lost 4. DATE ope Ooy Yeor 

s (Type or print) ervin ES Cashman DEATH 9/25/5 19 

7 5. SEX 6. COLOR OR RACE |7. ARRIED Gi] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR|IF UNDER 24 HRS. 
= e site lost birthday) Days | Hours] Min. 

z fale White wiboweo [J oworceo fF] | 12/28/1878 80 yn. 

= £ Wa. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign cauntry) 12. CITIZEN OF WHAT COUNTRY? 
3 < _,__ duting most of working life, even if retired) te 

g £ \etired Carpenter Bldg, all kinds Pennsylvania US Ae 

3 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

£2 I Peter N, Cashman Laura Myers 


ifical 


15. WAS DECEASEDEVER IN U. S. ARMED eer 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
Yes, n0, oF unknown) IF yes, give wor or dates of dervice} 
No 213=10=5913 S. Nervin E, Cashman, Westminster, Md, R,D.1 


18, CAUSE OF DEATH [Enter anly one cause per line for (0), (b), and INTERVAL BETWEEN 


PART I. DEATH WAS CAUSED By: eee 
MEDIATE CAUSE (0 


DUE TO 


* 


Then please remove carbon popers. 


Conditions, if ony, which 0) 
ise to immediote 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a)|19. WAS AUTORSY 
Yes (J Nofq 
200. ACCIDENT WAS $-UNDERLYING | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part Var Part Il af item 16.) 
‘OR CONTRIBUTING EC] CAUSE OF DEATH 
(IF EITHER. NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Hame, farm, 1204. (City or town) (County) (Stote) 
Hour a. py. While Not zie foctory, street, office bidg.. etc. 
pm. Jat work [] at work 


21.1 certify that | attended the deceased ao ce Peel, to... Ve) Sen 192_L that | last saw the deceased 
alive on__ ws. ner and that death occurred ot DEM, from the causes and on the date stated above. 


ADDRESS (Street, city an town. stot 
o fd Kung St 


et heme Es 1d. W: RING ST. LTT DIUM! TP 
= a a ee es ae 
Buria 9/28 59 Church Of God Cem ry ontown, Carrol] Co, Md 
Gav Jt olf FAP Li oare SEP 2899 Ca ae 


MEDICAL CERTIFICATION, 


TOR: After this certificate has been signed by the attending physicion ond completely filled in 


yy the haspital or attending physician. 
detached for use os the burial-tronsit permit. 


ACTUAL 
SIGNA' 


bad 


poge 3 shaul: 


the registrar prior to burial, crematian, or remaval, and in any event within 72 hoyfs afte 


moy be retain, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires |hot the death certi 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 16 080 


oll 
in, 
od 
ar 


EDICAL EXAMINER'S CERTIFICATE OF DEATH 

’ 

2 { Reg. Dist. No. 

3 3 — 1 renee ore DEATH 2. USUAL RESIDENCE (Where deceosed lived. If Institution: Residence before odmissian) 

2 r ; : 

es arroll mamnano || STS fo pe Tan * Coun’ Prince George 

ze b. CITY OR TOWN Itt ovhide corporate finitn write RURAL | ¢. LENGTH OF STAYIN Tb || _c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearest town) 

58 ‘ond give nearest town) is 

$< Sykesville 28 years mirkirk / 

@ d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give stree! address) d. STREET ADDRESS . Ce ares. 

ret Q eld State Hospital non yes No 

> pe priny 

8 3. NAME om First Middle Lost 4 ae Month Dey Year 

> ‘(Type a print) Constance i. Coffin DEATH 9 a7 1999 

2 5. SEX 6. COLOR OR RACE |7- MARRIED () NEVER MARRIEO Je] 8. DATE OF BIRTH 9 AGE ww yeon [IFUNDER TYEAR] IF UNDER 24 HFS. 
trfena_le White |wiooweo _ oworceo = ee 


2. CITIZEN OF WHAT COUNTRY? 


el 


10a. USUAL OCCUPATION ove kind of work done} 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


“aa UzSrk. Maryland USA 
13. FATHER'S NAME = 14, MOTHER'S MAIDEN NAME 
Charles E. Coffin herine R. Jones 


15. WAS DECEASED ii IN U.S. ARMED ee 16. SOCIAL SECURITY NO. 117. aati * coig? Viynnewo' Od, 
Mes, no, oF entnewn) (f yet, give wor or dates of 
ae none Belfield 1329 “yngate Rd. Penna 


18. CAUSE OF DEATH [Enter only one cause per line far (0), (b), ond (c).] INTERVAL BETWEEN 


ONSET AND DEATH 
PART 1. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0) B 


£0 I DUE TO 
Canditions, if any, which (b) 


Item 18. Give Pages 1, 2, and 3 ta the funera’ 


"s Office alang with form PM3. Page 5 may be retained far your 


TO FUNERAL DIRECTOR: Page 3 shauld be used as o buriol-transit permit. File pages 1 ond 2with the registror priar ta burial, cremati 


Acute pericarditis 


te should be executed within 24 haurs after death. 


gove rite to immediate cause 
(0), stating the underlying( OVE TO 
couse lost. td 
Zz PART I. OTHER SIGNIFICANT CONDITIONS CONTRIEUTING TO DEATH BUT NOT RELAJE TO THE TERMINALDIGEASE FONDITION GIVEN ly FART Tal]19. WAS AUTOPSY 
g 2/5 hephrenie t ft fen eK] NOT 
es 1S hizophrenic reaction, hephrenic type mn oO 
=e Mf — 
388 = Boe, EXTERNAL CAUSE WAS [20b, DESCRIBE HOW INJURY OCCURCED. (Enter nolure of injury in Part I ar Port Wl of item 1B.) 
255 § | CAUSE OF DEATH. 
eee 5 |20e. TIME OF INJURY Month, Day, Yeor [20d INIURY OCCURRED, [20s. PLACE OF INIURY Home, fea 120%. (City or town) (County) (State) 
Ww oo 6 © FOCK f While Not whit factory, street, affice kL 
222 21 5i6 "em 9/264 _w 59a Mon c Seon Hospits | Sykesville Carroll Md. 
siz 21, I certify that | taak charge of the remains described abave, held an Autopsy [3 Inspectian fF], Inquiry EX), and find that 
ze death resvifed from: Natural causes [9 Accident [], Suicide (1, Homicide [], Undetermined couse (J. 
s 
eZ, 


DATE SIGNED 


MD. CHIEF MEDICAL EXAMINER o 


a SIGN, C4 th 

ott y - ASSISTANT MEDICAL EXAMINER (] G ‘oe YW, 
+ oBeo 
2 £3 8 = Ame (Type) James T, Marsh, M.D. DEPUTY MEDICAL EXAMINER 20} : sa 
ag: ia Ta. BURIAL, CREMATION, | 226. DATE THEREOF Wc, NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county) (Stote) 
e208 Biywvare” joct 1, 1959 | S 
° c ‘. t Johns Cemeter Beltsvi Ma 

23, FUNERAL DIRECTOR'S SIGNATURE "ADDRESS 24a, REC'D BY REGISTRAR | 2ab, REGISTRAR'S SIGNATURE 


& 
pe 
z 
3S 
pe 


OCT 6°59 | Cathey & Kaur 


smons  Y) F, Gasch's Sons Hyattsville 


¢ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10087 
0 - MEDICAL EXAMINER’S CERTIFICATE OF DEATH — 


y 


§ 4s $ \ vl: Reg. Dist. No. 
£3 B 2] 1, PLACE OF DEATH sai 2, USUAL RESIDENCE {Where decected lived. If institution: Residence before admission} 
z °. ‘ . 

Be Bat, Carroll mamano || °S™ vorvyana — ”“'"Garro 

faa a 2 b. cry. ee Lc caren worparate limit, write RURAL cc. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give neore:t town) 

g¢ 2 rural-New Windsor 5 yrs. Xx _rural--New Windsor 

@: d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address} ,d. STREET ADDRESS @. IS RESIDENCE 
°° / ON A FARM? 

z . R.D. # 1 yesK) no 

3 3. NAME OF First Middle tot 4. DATE Month Dey Year 

vu DECEASED. OF 

= (Type or print ROBERT Ss. COHEN oan = =SEPT. 22 1959 

oo 


5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [J] 8. DATE OF BIRTH 9 AGE tae FUNDER TYEAR] IF UNDER 24 HRS. 
te Min, 
male white wipoweo ([} ovorceo] | 5-24-1910 49 yn. Page ee 
Vda; USUAL OCCUPATION (Give tind of work done] 10b, KIND OF BUSINESS OR INDUSTRY [11. BIRTHPLACE (Stote or foreign country) 2. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) : 
t owner Maryland U.S. 


13, FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Moses S. Cohen Beatrice Rosenfeld 


i WAS 2 Sal a se IN U. s. retin ea, V6. SOCIAL SECURITY NO. | 17. INFORMANT Address 
iro or oe padloor os anche) ect 
2? ? Mrs. Elvira J, Cohen same 


18, CAUSE OF DEATH [Enter only one cavte per line for (0), {b), ond (c).] 
PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0} 
DUE To 
Conditions, If ony, which ® 
gove rise to immediote cove 
{0}, stoting the underiying( OUE TO 


J and 2 with the registrar pri 


File 


INTERVAL BETWEEN, 
ONSET ANO.DEATH 


couse lost. te. 
PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Tic]]19. WAS AUTORSY 


ves) NOW 


200, EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
BRUMMARY 2) or CONTRIBUTING ‘ — y > p 
CAUSE OF DEATH. FB ubte ee Varntie Le [Vier Se ae TS 
20e. TIME OF INJURY Month, Day. Yeor_ 26d, JNIURY OCCURRED 208 PLACE OF INJURY (Home, rm, 120. (City or lown) (County) (Stote) 

He mm. Mhil Not whit .  facfory, street, office bldg: etc, 

a 4 EL » ise) el orwerk Bl Kem? Gente Yuw lS susver A Sey Vick 
21. Leertify that | taok charge af the remains described abave, held an Autapsy [], Inspectian [9 Inquiry$ 7], and find that 
death sésblted fram: Natural causes [], Accident [], Suicide], Hamicide [], Undetermined cause []. 


ACTUAL 3] y i. DATE SIGNED 
eNaTUREzeR SEAT ’ Af pa $— Mp, CHIEF MEDICAL EXAMINER [] 


MEDICAL CERTIFICATION 


writing the ward *" 
je Chief Medical Examiner's Office alang with farm PM3. Page 5 may be retained for yaur fi 


CAL EXAMINER: This certificote shauld be executed within 24 hours ofter death. 


TO FUNERAL DIRECTOR: Page 3 shauld be used as a burial-transit permit. 


s : 2a = ASSISTANT MEDICAL EXAMINER * 

eeoede EXAMINER’ / Dee, 

52 = 8 ([NaMeOyes  / A ES A R Ss Ot DEPUTY MEDICAL EXAMINER 

agipet BURAL,CHEMATION, [226. DATE THEREOF Zc. NAME OF GOMEHER-GR CREMATORY 2d, LOCATION (City, town, or county} {Stote) 
ce co) be 

= 9-28-1959 Loudon Park Baltimore, Md. 


on k 
23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS Zéa, REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Yea ALSMEG) C. M. Waltz Winfield, Md. 
Age: ’ ’ DATEp ED 9 9 159 = . 


ea 


MARYLAND STATEIDEPARTME BALTIMORE, 18 10982 
10106 CERTIFICATE OF DEATH sd WS, d 


1 My Teall 2, USUAL RESIDENCE {Where deceased lived. If institution: Residence before admission) 


Carroll maeviano |] °°" io ryland b COUNTY Balto. City 


b. CITY OR TOWN (If outside corporote limits, write | ¢, LENGTH OF STAY IN 1b | c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


eral directar, 


‘git e 


ans 
me 
‘@ 


“tase a town) Aliyrs..2mose 20days Baltimore /otl—-% 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


‘OR INSTITUTION 
Springfield State Hospital 122 Warren Ave. yes [] No EB 


Lie ad First Middle Lost 4. DATE Month Day Year 


(Type or print Effie May Moon CONNORS Beats September 11, 19 59 


S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [-] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


lost birthdoy) 3] Doys urs in. 
Female | White |wrowet ovorceoty | May 20, 1872 ila ihe Wa a 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR tNDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired) . 
Laundress: - Mogt = Maryland U.S.A. 


13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


Thomas 0. Moon Ellen A. Schaeffer 


1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, 90, oF unknown) (UF yes, give wor or dotes of service) 
No - _ prield Hospital Records 


18, CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (9) INTERVAL 8ETWEEN: 


ONSET AND DEATH 
PART | DEATH MEDIATE Cause o)__ Acute pulmonary edema Days 


DUE TO 
Conditions, if ony, which  _Arteriosclerotic heart disease Years: 


gove rise to immediote | 


er death. Page 4 


pers. Pages 1 and 


Rat 


Then please remave egrbog 


couse (o}, stoting the under. ( DUE TO 
lying couse lost. © 


Past Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN tN PART I(0) | 19. een ee 
Psychosis with cerebral arteriosclerosis. yes] No PF 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 18.) 
OR CONTRIBUTING (] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


-transit permit. 


te has been signed by the attending physician and campletely filled in by 


20. TIME OF INJURY Month, Doy, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) ! 
p.m, 19 lot work [] ot work [) H 


MEDICAL CERTIFICATION 


13.9959 that | last saw the deceased 
Mfr fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, state) DATE SIGNED 
SiGNATURE_~ Areal K WG Lye ied a Springfield State Hospital. 9/159. 
AMIR) Frank Magro, ams Sykesville, Maryland 


2a. BURIAL, CREMATION, |22b, DATE THEREQE 
L (Specify) _— 


C 
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TOR: After this cert 


A 


*. 


may be retai 
TO FUNERAL 


the registrar priar ta burial, cremation, ar remaval, and in any event within 72 haurs g 


page 3 shauld be detached for use as the bur 


Vids 


23. FUNERAL DIRECTOR'S SIGNATURE * 2do, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
‘ 


Onthug fp 


TO HOSPITAL 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10107 


CERTIFICATE OF DEATH 


Reg. Dist. No, 


tat, 


PLACE OF DEATH 
o. COUT 


ARKO 


irect 


MARYLAND 


2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
a. STATE f 


Marydand > RY v 


b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY | 
RURAL ond give neorest town) 


< 
@ 
D 
oS 
a 
£ 
g 
oO 


IN Tb €. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


Baltimor 


yke sy 2 days 
d. NAME OF HOSPITAL {If not in haspital, give street address) 
OR INSTITUTION 


Springfield State Hospitel 


2 


d. STREET ADDRESS IS RESIDENCE 
ON A FARM? 
Yes [] No 


. NAME OF 
DECEASED 
(Type or print) 


First 


Willlan 


Middle 


Jay 


lost . DATE Month Doy Year 


Davis DEATH September 3 1959 


5. SEX 6, COLOR OR RACE | 7. MARRIED] NEVER MARRIE! 


wipoweD [) 


ers. Pages 1 and 2 shauld be 


divorced} | Fe 


D [2 |& DATE OF BIRTH 9. AGE (In years [IF UNDER | YEAR| IF UNDER 24 HRS. 
last birthday) [Months] Doys | Hours] Min, 


ke, 1882| 77 


10a, USUAL OCCUPATION (Give kind af work done| 
during most of working life, even if retired) 


10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


U.S.A, 


13. FATHER'S NAME 


2p 
ifuben Ds § 


14, MOTHER'S MAIDEN NAME 


Mary Slocum 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? ]16. SOCIAL SECURITY NO. 


5 WAS DECEASEDEVER.IN U.S ARWED FORCES 
Nola |_193401-98h)0 


INFORMANT Address 


Springfield Hospital Recards 


18. CAUSE OF DEATH [Enter only one couse per line For (0). (b). and (¢).] 
PART 1. DEATH WAS CAUSED 8Y: 
& Car 


IMMEDIATE CAUSE (0) 
Myocardi. 


Then please remave ¢ 


Y. 


Conditians, if ony, which (by 


INTERVAL BETWEEN 
ONSET AND DEATH 


al infarction Years 


gove rise ta immediate 
cause (0), stoting the under- 
lying couse lost. 


DUE TO 
() 


DUE TO 
Arterios 


clerobis heart disease, Years 


CBS due to arteriosclerosis, 


Part Hl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a} 


19, WAS AUTOPSY 
PERFORMED? 


yes J) No) 


200. ACCIDENT WAS UNDERLYING [J] 
OR CONTRIBUTING () CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port tI of item 1B.) 


20c. TIME OF INJURY Month, 
Hour o. m. 
p.m. 


Year | 20d. INJURY OCCURRED 


While Not while 
19 at work [7] at work 


Doy, 


MEDICAL CERTIFICATION, 
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the haspital ar attending physician. 


alive on__ September_3___., 12-59___, and that 


TENDING PHYSICIAN; The law requires that the death certificate be executed within 24 haurs 


ECTOR: 


*. 


PHYSICIAN'S 
NAME (Type) 


20e. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn} 


§ (County) 
factory, street, affice bldg., etc.) i 
t 


(State) 


21. I certify that | attended the deceased from September 1, 19. 59, to September 3, 19. 59that | last saw the deceased 


death accurred at 1335PM, from the causes and an the date stated above. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


wo... Springfield Stete Hospital 9/3/59. 
__ Sykesville, Maryland 


Zo. BURIAL, CREMATION. | 22b. DATE THEREOF 


REMOVAL (Specify) 


23. FUNERAL DIRECTOR'S, 


Ay 
4 


page 3 shauld be detached far use as the burial-transit permit. 


moy be retai 
TO FUNERAL D 


|ATURE 
‘ 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs 


TO HOSPITAL © 


A 
4 


PP 


22d, LOCATION (City, town, or county) (Stote) 


wre Y \ Minin 


1 


OR STATE 


= 
m 


Page 
‘aur files. 


ctor, 
Htransit permit. File pages 1 and 2 with the State Baard af Health, 


lf any delay is necessary. please 


any event sithin 72 hours after deoth. ~ 


hin 24 hours after death. 


tm 


*s Office clang with farm PM3. Page 5 may be retainedl 
I, ond 


Hoes’ 


fon, ar remave 


(J 
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ate, wri 
ded ta the Chief Medicot Exami 


IRECTOR: Page 3 should be used as o burial 


ar its designated agent, prior ta burial, cremoti 


execute the g 
4shauld be 


TO DEPUTY MEDICAL EXAMINER: This certificate should be executed wit! 
TO FUNERAL 


VS. ASME 
5M 2/57 


ALTH DEPT, - 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


, .MEDICAL EXAMINER’S CERTIFICATE OF DEATH — 10084 
4 0108 Reg. Dist. No- 


1, PLACE OF DEATH r 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odminion) 
Carroll marviano || “STATE Maryland & NY Carroll 


b. cay oR re gt corporate limits, write RURAL <. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ‘ond give neorest tawn) 
‘and give neares! town! 


rural Westminster | 20 years rural Westminster 


d. NAME OF HOSPITAL OR INSTITUTION {If not in hospitol, give street address) |. STREET ADDRESS @. IS RESIDENCE 


R. 3 Sullivan Road : _R. 3 Sullivan Road ON A FARM? 


3. NAME OF First Middle a. Da . 
DECEASED. irst i TE Manth 
timer EOWAR CG. De ELL 
5. SEX 6. COLOR OR RACE |7. MARRIED Bt NEVER MARRIED [-]| 8. DATE OF BIRTH 9. AGE tir yoo [IFUNDER 1YEAR] IF UNDER 24 HRS 
1. 


Male White wiboweo [] pivorceo [J Dec. 25, 1895 ar Pn. Months | Deys Hea 


100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) «YR. CITIZEN OF WHAT COUNTRY? 
during most of working file, even if retired) USA 


Farner Carroll County, Ma . 
13, FATHER'S NAME 4 iT. : V4, MOTHER'S MAIDEN NAME 
Thomas Dell Mary E. Burns 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16. SOCIAL SECURITY NO. ]17. INFORMANT Addreis 


he > | See ee RT SOT akS Mre. Elsie P. Dell Re3_ ‘Westainster, ua. 


18. CAUSE OF DEATH [Enter only one cause per line far (0), (b), and (¢}-] INTERVAL BETWEEN 


ONSET AND DEATH 
Art beam was use wy, HE m ORRHA EE — Ax nL PSY Ass PLS 


P12.) out To 
Conditians, if ony, ri (o) 


g0ve Fite to immediote couse 

(©}, sloting the underlying( DUE TO 

couse last. et oa {ec}. 4 

PART II, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)[19.. ae AUTOPSY 
— = oo RFORM 


bie 


CAUSE 
0c. TIME OF INJURY Manth, Doy, iG 20d! INJURY OCCURRED |20e. PLACE OF INJURY (Home, foro 120K. (City oF town) (County) (State) 


foctory, street, affice bidg., etc.) 
ee Tad ey lancet Mf twok CE) ip 3 3 Cert, 


ae Bie 


PAB 7 inet | took charge of the remains described obove, held on Autopsy [_], Inspection py Inquiry RY, ond in my 


Cade resulted from: Noturot causes{_], Accident PX ¥. Suicide [], Homicide [], Undetermined monner (] 
SGWATOR DMN cad. Mp, CHIEF MEDICAL EXAMINER () DATF SIGNI 


ASSISTANT MEDICAL EXAMINER oO 
EXAMINER‘ 


— 
3 
LNAMEA Typ Amn ES / RSH a ECA eel 


220. BURIAL, ad | DATE THEREOF ~ [22c. NAME OF CEMETERY OR CREMATORY "| 22d. LOCATION (City, Shier cent *, 


“Burial | 9-26=59 | Mt. Pleasant Cemetery Gamber waryland 


23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS fe REC'D BY eee | 2am, REGISTRARS SIGNATURE 
Onkha 


John R. Byers Westminster,Maryland SEP 2 a 


2. EXT! Lt CAUSE WAS é DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | or Port tl af item 18) 
of CONTRIBUTING 


PRIMARY, 
F DEATH. aught in Cran Preicee 


MEDICAL CERTIFICATION. 


DATE 


ml 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i 0 gr 
10109 CERTIFICATE OF DEATH ORT... 055 


st/ ee 
3 = Mi j ja. at DEATH ch eae RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
32 “Carroll epee » SOON” edty “a4 
_ 
Bw b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib «. CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
50 RURAL ond give nearest town) em 
ae Sykesville 47 years Baltimore JVal-4 
e@ A d. IEICE REARTAD (If nat in haspital, give street address) d. STREET ADDRESS e. 1S RESIDENCE 
bl ol U a ON A FARM? 
Ss Springfield State Hospital 150 Aisquith St. ves ONO BS 
z 
= @ 3, NAME OF First Midd! jt 4, DATE Ye 
Mi Beas, irs iddte Los or Month a. FS 
w ype or print} K. Fink :ATH 9 19! 
= 3 2 
2 5, SEX 6 COLOR OR RACE |7. MARRIED [] NEVER MARRIED Jo] | 8. OATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours] Min. 
white [wipowen Qo ovorctoQO | F3unknown 73? ys. 
“ 10a. USUAL OCCUPATION (Give kind of work dane! 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
3 during most of working life, even if retired) 
: Laborer Lhe Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
unknown 


15. WAS: DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. 


Ssphaeeld Hospital Recorag@4*Aisquith St. 


Then please remave carban papers. 


cate has been signed by the attending physician and campletely filled in by 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs g@er death. Page 4 


yy 


« 


ADDRESS (Street, city ‘or town, stote) DATE SIGNED 
sung LEP Gay fre. uo, Springfield State Hospital __ 9/27/59 
! Agustin 


o 
£ 4 Yas, a0, oF unknown) (IF yes. give war or dates of service) 
8 © | S tthe Muse Katherdne 4.-Meyhan -Beléoy,-Me, 
= 1B. CAUSE OF DEATH [Enter only one couse per line E (2), (b}, ond (¢)-] INTERVAL BETWEEN 
2 PARTI: DEAT MEDIATE CAUst fo) _ACUte cardiac insufficiency ours 
3 420.0 DUE TO 
ae Conditions, if ony. which w__Coromary occlusion Rours 
B o gove rise to immediote eta 
= couse (a), stating the under: 
ges? Iylfig Etre lost «@__Arteriosclerotic heart disease. Years 
B99, Oia z Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(o}]19. WAS AUTOPSY 
~ re] (j me 
fae. 15 epbrenie réaction, otha and uns vs 0] NODE 
2 © = [ 200. ACCIDENT WAS UNDERLYING CJ _[205. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port 1 or Port li of lem 18) 
& & | OR CONTRIBUTING [1 CAUSE OF DEATH 
: C & | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3 § & [2c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED —[20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
3 re] 8 Hour a.m. i9 While Not while. factory, street, affice bldg., oy ! 
5 5 = Pam. at work [[] at work 
ByGs 
ss = 21. 1 certify that | attended the deceased fram. aan, Ne FI that | last sow the deceased 
<2 
ri e 3 alive = aps eget 198 59, and that death secre at OP a, from fi causes and an the date stated abave. 
ase 
5 
a 
5 
4 
© 
© 
= 


page 3 shauld be detached far use as the burial: 


eo 
25 PHYSICIAN'S 
233 Ra pe delCampo, MMe eee {eet 
& 3 Zz Ro. BENE CREMATION, 22b. DATE pai (State) 

> y 
x hao / 
Ses destcA, ~z S7 4 (catirt» Fitd, , 
roe 2. FUNERAL-DIRECTOR'S SJGNATURE ‘ Pha. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Vs 1'5 . 


DATE 


fry 


ON | aad A Keg 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of STATISTICAL RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, ATNIS 6 


MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


7. PLAc PLACE ¢ OF DEATH +t 011¢0°-— a. 2, USUAL RESIDENCE (Whera de tah nea before edmission} 
COUNTY @. STATE b, COUNTY 
Carroll MARYLAND land . Carroll 


Y OR TOWN {if outside corporete limits, | c. LENGTH OF STAYIN 1b ||. CITY OR TOWN [If outside corporate write RURAL end give neerest town) 


write RURAL and give neerast town) 
XxX ‘Taneytown 


S 

= 

wh —_ 
— 

= 

laa 


lanl 
= 
= 


_Page 


necessary, 


6 


ctor. 
your fil 


d. NAME OF HOSPITAL OR INSTITUTION (if nol in hospitel, give stree! edd 


Taneytown _ a 3 sd § 
3. NAME OF First Middle F 4. DATE Month Day Yeor 
DECEASED OF 


© {Type or print} HARRY ‘6 és bea September 29 1959 


6. COLOR OR RACE 7. MARRIED $] NEVER MARRIED Oo 8. DATE OF BIRTH 19. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


lest pour! Menthe] Gavi™| oF Min. 
es a oie ai oni Re joys jours in 


10a. USUAL OCCUPATION (Give kind of work 10b. KIND OF BUSINESS OR Nou Tl. BIRTHPLACE (Stata or foreign country) | 42. CITIZEN OF WHAT COUNTRY? 
done during most of working lifa, oven if retirad) | 
U.S.A. 


| _ ‘Farmer _ Own farm 3 Maryland 


d. STREET ADDRESS e. IS RESIDENCE 
ON A FARM? 


hours after death. If any d 
Ive Pages 1, 2, and 3 to the funer: 


13. FATHER’S NAME | 14. MOTHER'S MAIDEN NAME 


i ____ Unknown a 5 Margatet Ann Fogle fy 340 
15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16. SOCIAL SECURITY NO.| 17. INFORMANT Address 
(Yes, no, or unkown) | {ifyasgive warordates ofservice) 


_no ___1213-40-1352 Mrs. Harry Fogle, Taneyt own, Md. 


18. CAUSE OF DEATH {Enter only ona cause per lina for (a), (b), end (c).) = INTERVAL BETWEEN 


ONSET AND DEATH 
PART |. DEATH WAS CAUSED BY, 
Hanes Saucony, Crushed skull ' 


2 DUE TO 
Conditions, if any, which (b) 
geve rise to immediata cause 
(2), steting the underlying 


ee PART Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT! NOT RELATED TO THE TERMINAL DISEASE “CONDITION GIVEN IN PART a) 


| 19. WAS AUTOPSY 
| PERFORMED? 


yes [2 No [4 No CO 


BR 


200. EXTERNAL CAUSE WAS _ ] 20b. DESCRIBE HOW INJURY OCCURED. (Enter nature of injury In Part | or Pert Il of ilem 1B.) 
PRIMARY or CONTRIBUTING [7] 


CAUSE OF DEATH. tine 

Pe ea 28 Fell, into mulcher (iu\tive = = 

20c, TIME OF INJURY Month, Dey, Yeor | 20d. INJURY OCCURRED | 208. PLACE OF INJURY (Home, form, ' 201. (City or town} (County) Grete) 
otic’ satel While i factory, street, offics bidg., atc.) | 


at work oO arm f Carroll Mde 
21. I certify that 1 took charge of the remains described above, held an_Autopsy inspection [isp Inquiry {4 and in my opinion 
death resulted from: ljatural causes [a Accident Suicide Lal Homicide rej Undetermined manner | 


t CHIEF MEDICAL EXAMINER [| 
stenart f DATE SIGNED 
SIGNATURE - ma.p, ASSISTANT MEDICAL EXAMINER 


5 DEPUTY MEDICAL EXAMINER [~} m 30f So 
NAME (yee), We Bradley King, dre, MeD. Addrass (Street, city, town, or county) 


“|'2ae. BURIAL, CREMATION,| 226, DATE THEREOF | 22c. NAME Yor ‘CEMETERY OR CREMATORY 32d. LOCATION (Cily, town, or country) (tate) 
REMOVAL (Specify) 


Burial Oct. 1 Bu Rocky Hill Cemetery dsbor Maryland ——_—______ 
Ree 23. FI AL DIRECTOR OE: oe . 24a, REC'D Woodsbo 2 REGISTR. 5 wes 

n MI ’ 

5M 7/59 CER & Taneytown, Maryland pare OCT 299 phos 


MEDICAL CERTIFICATION 
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please execi 


< TO DEPUTY, 


ips death. Poge 4 
funerol director, 


t 
Poges 1 and 2 shauid be filed with 


TOR: After this certificate has been signed by the attending physician ond campletely filled in b 
Then please remove carbon popers. 
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y the haspital or attending physician. 


* 


the registrar prior to burial, cremation, ar removal, and in any event within 72 hour; 


page 3 should be detached far use as the burial-transit permit. 


TO HOSPITAL © 
moy be retai 
TO FUNERAL 


BE 
Z> 
2a 
es 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


CERTIFICATE OF DEATH 


10087 


1, PLACE Reo 
; Carroll 


MARYLAND: 


2. USUAL, RESIDENCE {Where deceased 


0. STAI Maryland 


b. CITY OR TOWN {If outside corporote limits, write ¢, LENGTH OF STAY IN Tb 
RURAL ond <oy5 +a town) 
Sykesvi Be 


d. NAME OF ville je. not in hospital, give atree! oddress) 
OR INSTITUTION 


Springfield State Hospital 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Frederick JO 1h 2 


d. STREET ADDRESS e. se 


LIS Record Street 8 NOL 


. NAME OF First Middle 
DECEASED 
(Type or print) 


Cordelia Davis 


lost 4. DATE Month Day Yeor 


Beata September 1, 1959 


5. SEX 


Female 


6. COLOR OR RACE |7. MARRIED [_] NEVER MARRIE! 


White wiboweD && 


pivorceo [] 


9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


D [[] | 8. DATE OF BIRTH 
Oo cae Months| Days | Hours Min. 


December 18, 1869 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stole or foreign country) 


ing most of working life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Maryland U.S.A, 


13. FATHER'S NAME 


Franklin Davis 


14, MOTHER'S MAIDEN NAME 


Rebecca Coblentz 


18. WAS DECEASED EVER IN U. S. ARMED FORCES? 16, SOCIAL SECURITY NO. 


(Yes, no, or unknown) | (IF yas, give war oF dotes of service] 


No 


INFORMANT Address 


Springfield Hospital Records 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (o:_ _Arteriosclerotic heart disease 


uy oO QUE TO 


Conditions, if ony, which 


’ mittee Generalize: 
gove rise to immediote 


couse (0), stoting the under ( PUETO 
lying couse lost. (¢) 


INTERVAL BETWEEN 
ONSET AND DEATH 


Years 


Years 


Part Il. OTHER SIGNIFICANT eae CONTRIBUTING TO DEA 


O-PeSaboagteat PrSetarecnesk 


TH_BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o}/ 19. ee ea 
1 vorion coe ene. Ss with psychotic reaction. ves (] NO Gk 


200. ACCIDENT aren UNDERLYING (1) 
OR CONTRIBUTING LC] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW aor OCCURRED. (Enter noture of injury in Port | or Port I of item 1B.) 


20, TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED 


Hour o. m. Not while 
Bh, of work 


MEDICAL CERTIFICATION. 


ACTUAL 
SIGNATUR} 


20e. PLACE OF INJURY (Home, form, 1208. (City or town) 
foctory, street, office bldg., etc.) 
H 


(County) (Stote) 


DATE SIGNED 


9/2/59. 


_, 19.59 
KLawilen’ LL ty 
PHYSICIAN'S Qos 


NAME thes, ¥ Agustin delCampo, MoD. 


220. BURIAL, CREMATION, | 22b. DATE THEREOF 


Baan" | 959 


2c. NAME OF CEME’ 
Reformed 


22d. LOCATION (City, town, or county) (Stete) 


Middletown, Maryland 


TERY OR CREMATORY 


Cemetery 


23. FUNERAL DIRECTOR'S SIGNATURE 
M. R. Etchison & 


& Son, Frederick, Maryland 


Qda. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
oaBEP 4°59 | Ctkea L Kiana 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 O88 
10112 CERTIFICATE OF DEATH Reg. Dist. No. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


SeWatow oe Late bbb Cassia. wo Springfield Stete Hospital 9/5/59. 


# 


prysician's // Agustin del Cal Gampo , MD. : 
set es -~Sykesville.Marylané 


2d. Bove ae or =" Y/ Fi 


‘2ab. REGISTRAR'S 4) 


nktun £ Mirsae 


~ fe 
2 3 3 1, PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
© 32 * Carroll mannan || ° Maryland *°°"""_ Carroll 
= he b. CITY OR TOWN (if outside corporote limit, write | c. LENGTH OF STAY IN Tb ||, CITY OR TOWN (If oubide corporate limits, write RURAL ond give nearest town) 
g s aA RURAL and give neorest town) 
ree Sykesville 6 years I eetminster . 
BY = d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d? STREET ADDRESS e. 1S RESIDENCE 
2s OR INSTITUTION" W ON A FARM? 
: 5 4 ves [1] No 
§ sy p 34 “ebster St. fe 
Se 5 . NAME OF Middle lost 4. DATE Month Day Year 
x 3- ‘ 
are (ype or print) John William Frush pean .S 5 1959 
€ >3 5. SEX 6. COLOR OR RACE 7. MARRIED [ENEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
1 ee last birthdoy} lonths| Do: Hours] Min 
eee white wipowen [] pivorceo [] 12/8/71 87 yn. ‘4 36 ‘ 
2 E oe 10a. USUAL OCCUPATION (Give kind of work done/10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE {Stote of foreign country) 112. CITIZEN OF WHAT COUNTRY? 
g 88% during most of working life, even if retired) a U.S.A 
aes Meryla egies 
Eo vcd Mery: S.A, 
o O85 14. MOTHER'S MAIDEN NAME 
Sere : 
e 586 
8 Bees i : Mary Boger 
= £63 Ts, WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. | INFORMANT ‘Address 
= aaa (Yes, no, oF unknown) {IF yes, give war or dates of service), / 2b b 
EAN 19/2 Frank Frush Hampstead, Mi. 
& PBs 18, CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c)-] INTERVAL BETWEEN 
3 = ay PART |, DEATH WAS CAUSED BY: D. GNSELAND BEATE 
£ 98% IMMEDIATE CAUSE (o)_Arterioscleriosis Heart ~isease years 
5 east I, bueTo Generalized Arteriosclerosis 
= f2> Conditions, if any. which o) 
6 Bes gove rise to immediote 
5 Shs couse (0), stoting the under. ( DUE TO 
rf qe eae lying cause lost. © 
852s Sy pe ee 
gets 3 sp ei. oder tien penh preg eke Wo]. WAS AUTOPSY 
ae 
gages O's brain disease with psychotic reaction Enlarged ves} No 
Pee S bo. ACCIDENT WAS eR T)__ [206. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I of tem 18.) Prostate 
Si we & | OR CONTRIBUTING C1 CAUSE OF DEATH 
Zeees & |(F EITHER, NOTIFY MEDICAL EXAMINER) 
gs5es & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20F. (City or town} (County) (Stote} 
= 5 ~ 4 8 ral Hour a.m. - While Aonwhile foctory, street, office bldg., etc. LA 
E5275 3 p.m. lat work [7] of work { 
Oe 86 
zee 3 21.1 re” Je | attended the deceased fram____8/____ was plowete tamer oS 2. i 1929 that 1 last saw the deceased 
aot< 2: 
Zee 32 alive an_. _, 19__59__, and that death accurred at430 Ay, fram the causes and an the date stated above. 
ESOt_5 
pe 
& 5 
a 
> 
oo 
ed 
ob 
gt 
Ee 


220. BURIAL, == Zab. G-! THEREOF Zac. NAME OF CEMETERY OR CREMATORY 
id ffenovasscegpin G-4- 87 (Bema 


~ 
<q 
oc 
oo 
< 
J 
= 
° 
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‘2da, REC'D BY REGISTRAR 


oanSEP 9°58 


& TO HOSPITAL ©: 
may be retain, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 _ 1 j as: } 
10113 CERTIFICATE OF DEATH 


wl 


Reg. Dist. No. 


ae 
wie MUR EWI yy G 2. USUAL RESIDENCE (Where deceosed lived. If intuion: Revidence before odminion 
oo °. 4 P . 3.8 b, COUNTY 
3iN_ 7 4 MARYLAND EL 4 
Bie B_CITY OR TOWN (IF outide corporate lis, wite [LENGTH OF SJAY IND |[_¢. CITY OR TOWNAE ovnide corporate limits, write RURAL ond give nearest town) 
50 & ond g Sas . 
c x 
2 Lt: d \Minel FRI 
S &. NAME OF HOSPITAL ( ra Porat ive street odes) “3, STREET ADDRESS ©. IS RESIDENCE 
INSTITI "4 “Sf ‘ON A FARM? 


yes [J No f— 


Month Oay Year 


" DECEASED 
(Type or print) 


p - 5 : pee 
19 S 7 
5. SEX, 6. COLOR OR RACE [7. maRRiED[] NEVER MARRIED [7}18. DATE OF BIRTH 9. AGE (pf 5 F UNDER 1 YEAR] IF UNDER 24 HAS, 
3 a last bifthdoy’ Min. 
PA, DLA wipoweDd [] DivorcED [] bela ; in 
Y A “aif ‘aa Lp ley Lh 


Pages 1 ond 


USUAL OCCUPATION [Give kind of Sork done] 0b, KIND ‘OF BUSINESS OR INDU Stole or foybign count, 12, CITIZEN OF WHAT COUNTRY? 
/” during most of working life, even if retired) 


C1224 » Heigl Wh 


14, MOTHER’: MAIDEN NAMI 


G Z/ P22 se y. (te Littl Lhited 
15, WAS DECEASED EVER IN U. S. ARMED FORCE: 16. SOCIAL SECURITY NO. }17. mag’ Address s 
(Yes, no, oF unknown), (NF yes, give wor or dotes of service} Wii ~ 
ta 3 yan tb tlilesse Ltemué, UMLEZO ED, 


18. CAUSE OF DEATH [Enter only one couse per lip IN) aya BETWEEN 


PART |. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (6] 


Then please remove corbon papers. 


ry ; DUE TO 
yy 

Conditions, if ony, which 4 

gove rise 10 immediote 

co¥te (0), stoting the under (OVE TO © ¢ 
lying couse lost. @ NK ATS 


Part Ml. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NQF RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19,' econ 
MED i 


yess) not] 


200. ACCIDENT WAS UNDERLYING £] ‘20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Il of item 18.) 
OR CONTRIBUTING LJ CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, i ‘208. (City or town) (County) (Stote) 
Hour om. While Not while factory, street, office bldg... “4 
p.m. 19 Jot work (J of work . 


21. | certify thot | attended the deceased fram _CLL¢2/. wSZ, rs ——— ws FZ, that | last saw the deceased 
alive on. we £73 ~~ G-- wi and ¢ . fram the causes and an the date stated abave. 


(LL rad ‘Street, city or t DATE SIGNED 
SENATOR MK AE ete Ft Che HAG, NALS mnie a 


tre WAPI EZ, oo Sah SC 


a dee Ne ice a aac 
WA. CZZ2 Z: OMSL LLZ4 
23. ADDRESS aie= REC'D BY rane ‘Ub, REGISTRAR'S SIGNATURE 
Vener LZ LA Laff, Lp 4 _|voae SEP 15 '59 Cintlen & Kian 


MEDICAL CERTIFICATION 


the hospital or attending physicion. 
OR: After this certificate hos been signed by the ottending physician and completely filled in b 


‘detached for use os the burial-transit permit. 


® 


poge 3 should 


~ 


the registrar prior to burial, cremation, ar remaval, and in any event within 72 hours ofter death. 
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8 
s 
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TO HOSPITAL OR ATTENDING PHYSICIAN: The law requires tho! the deoth certificate be executed within 24 hours ofter death. Page 4 


TO FUNERAL D 
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death. Page 4 
funeral director, 
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© erban papers. Pages 1 and 2 shauld be 
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TO HOSPITAL © 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 9 
10114 CERTIFICATE OF DEATH cs oan 090) 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decemsed lived. Jf institution: Residence before admission) 
9. COUNTY banvlf deine. . STAT COUNTY 


b. iM OR TOWN {If outside corporote limits\write | c. 30 OF STAY IN Ib "i ic it ite RURAL ond give nearest town) 


OR INSTITUTIOJ La ON _A FARM 


yes [] No 


da! NAME OF HOSPATAL (If not in hospital, give street [2 » Iv" I 1S RESIDENCE 


3.N 


peceaseb “~ Va ion Doy Year 
(Type of print) e O KA ~ [- M Zz. AB 19 SP 
S. SEX 6. pre: OR RACE |7. 8. DATE OF BIRTH 9. AGI IF UNDER 1 YEAR| IF UNDER 24 
Via manien NEVER GLP A y % (In rea ue 
WIDOWED A pivorcep [] OAL Ja ia Oo 4 


10a. Siee OCCUPATION to kind of work done! 10b. KIND OF BUSINESS OR O| Get 11. BIRTHPLACE Ved | & 12, CITIZEN OF WHAT COUNTRY? 


mast of working |jfe, even if retired) Dy) Ry A 


’4. MOTHER'S MAIDEN NAME 


(AS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. Address 


(fas, no, oF unknown) V/s the 03- 6 L: y Z / 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), ond (<).] NTERVAL BETWEEN 
PART |. DEATH WAS CAUSED BY: 


a IMMEDIATE CAUSE (ol_Garednomatougs Metastasis—te_brain 6 weeke 


) DUE TO 


Conditions, if any, which Carcinoma _of the Ovary oy 


gove rise to immediote 
couse {o), stoting the under. ( DUE TO 
lying couse last. © 
Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
yes() NO 


20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part Il af item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


120c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Hame, farm, 1 20F. {City or town) (County) (State) 
Hour o. m. While Not while foctory, street, office bldg., etc.) | 
p.m, 19 [at work [] at work ae H 


21. | certify that | ottended the deceosed from____Feb,- -, 19.59-, to. Quam 26-------, 1259,thot | lost saw the deceosed 
alive on_. Quan 2T-- -- 12_59___, ond that Jeoth occurred ot]... 30a, from the causes and an the date stated obove. 


i 
ra) ADDRESS (Street, city or town, state) DATE SIGNED 
Stn A) SrbapHyl= 
Name tyes _M.C.P.rterfield 


20. BURIAL, CREMATION, | 22b. DATE THEREOF Zac. NAME, OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) 
VAL (Specify! 2) 2. 5 g Vir ‘Od 
23. FUNGAL DIRECTOR'S SIG Rito ADDRESS 2do. REC'D BY REGISTRAR | 24b. REGISTBAR'S SIGHATURE, 
SEP IO OO [eS 


DATE 


MEDICAL CERTIFICATION 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 100 9 i 
oe” q CERTIFICATE OF DEATH 


M Reg. Dist. No. 
. an PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
°. b. COUNTY ; 
rf) p MARYLAND 4.77 PP 
i KOo LV AL PND OL, FO Lt 


b. CITY OR TOWN (IF outside Corporote fimits, write 
RURAL ond give neores! town} 


c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 


Di At7 NEW _WINLSOR 


BRS 


. director, =? 


f 
d. NAME OF HOSPITAL (If not in hospital, give street oddress) J. STREET ADDRESS e. IS RESIDENCE 
x OR INSTITUTION 4 4 ‘ON A FARM? 
: SZ ALA REE 7 MALY STREET ves 1] Not 


3. NAME OF First Middl Lost 4, DATE Month x 
NAME OF irs le e n Doy feor 


Cype ori RoslzE HBINES bam SEPT 37 Ww 5G 


5. SEX aecloe GRC 7 MARRIED [] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE (In yeors [IE UNDER 1 YEAR|IF UNDER 24 HRS. 
lost bighdoy) hp 
F W wivowen Z-— owvorceo] TUNE 19 - / SS/ Gy. pees) 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KINO OF BUSINESS OR INOUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


Bi 

3 during mest of working life, even i retired) ; 0 
APV) p Q 

3 Ow, MODE fZ L LN D tid £7 

y 1a FATHER'S NAME 1a, MOTHER'S MAIDEN NAME 
3 2 6 i 
v E, ALN GE. GEHL LW be 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? [16 SOCIAL SECURITY NO. ]17. INFORMANT ‘Address 


ye eo W E RA HOINES WESTMINSTER yd 
18. CAUSE OF DEATH [Enter only one couse per line for (0), wy ond (c)-] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


that the death certificate be executed within 24 hours ofter death: Poge 4 


bw ; DUE TO 
Conditions, if ony, which (by 
geve rise to immediow | O15 


couse (o}. stoting the under- 
tying couse lost. ©. 


quires 


ion. 
te hos been signed by the attending physician and completely filled in b: 


alive on_______ Pach ~ 12_____,_, and That death occurred age 


=£M, fram the causes and an the date stated above. 
ADORESS (Street, city or town, stote} DATE SIGNED 


ee a Per Mbindiser lef tay lag 


NAME type FroGth [S50 NEW WINDSOR L270 


g é Paar tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CON 

ES i 

4 5 

2 = | 200. ACCIDENT WAS UNDERLYING C1 | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 1B.) 

32 & | OR CONTRIBUTING LJ CAUSE OF DEATH 

Ae © | (F EITHER, NOTIFY MEDICAL EXAMINER) 

ss 2 

a4 & [20 TIME OF INJURY Month, Day, Year [20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, [OF (City or town) (County) (tote) 
one ray Hour 0, m. While Not white foctory, street, office bldg. etc.) 

si 3 p.m. 19 lot work [] ot work [J ' 

gs 21. | certify that | attended the deceased fram. 9 ls Gay ae } taf fA AZ... 192 Fthat | last saw the deceased 
£< 

£ 


‘OR: 


inj 


a 


page 3 should be detached for use os the burial-transit permit. Then please remove carbon papers. Poges I and 2 should be filed with- 


the registrar prior ta buriol, cremation, or removal, ond in ony event within 72 hou 


moy be reta 
TO FUNERAL D' 


Zo. BURIAL CREMATION, | 22. DATE THEREOF Ze, NAME OF CEMETERY OR CREMATORY 726, LOCATION (City, town, or county) {Stote} 
Pe ei GG, 
-19$9 VIN OSEA 


re ‘AL D “8 'OR'S SIGHATURE ee ‘24a, REC'D 7 REGISTRAR ‘2db. REGISTRAR'S SIGNATURE 


. yy ' 
nae eh iy yj AY LAVA oe 4, ee A, A thMhttasy) vate SEP 2 8 59 Cothuy BP Kans, 


TO HOSPITAL OR ATTENDING PHYSICIAN: The faw re 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low requires thot the death certificate be executed within 24 hours ofter death. Page 4 eet 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
1005 CERTIFICATE OF DEATH se tha sg 


1. PLACE OF DEATH 2, USUAL RESIDENCE (Where decegsgd lived. If institution: Residence gelaks gdmission) 
a. COUNTY STATE: 


5 lager mantiano || LLL ON Cte 


| b. CITY OR TOWN (IF outside corpgrate limits, write ©. fy OR TOWN (If potside corporate i, write RURAL and give nearest tawn) 
pages give nearest town) 4 
QA LELELL at LL MA af Ey: 
‘d. NAME OF HOSPITAL (If not in hospital, give tireet address) U7 . STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION eS. idser : ‘ON A FARM? 
if CZ a - ves (] No Ff— 


lanth Doy 


‘Hew LEW VELSON » Za ee Bei lh SG 


5. SEX 6. wy, OR “et 7. MARRIED BA-NEVER MARRIED 0 va DATE OF BIRTH Bee cE is IF UNDER 1 YEAR[IF UNDER 24 HS. 
a irthday! Min. 
pete ti wont) owen zy BF [eel en [omy 


. CITIZEN OF WHAT COUNTRY? 


ol 


funeral directar, 


wid-be fi 
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Pages 1 and 


illed in 


ae Oa. prince) OS ibe aes . af work dane) 0b. KIND OF praia OR TNh Nn. ihe G le or aaa country) 
£5 during most of working life, even if retired) y (, ; 
a LY, KkecatA tan. Att iliy te U ly. Jad i “d E 
85 “Spo reners oy 14, MOTHER'S MAIDEW/NAME 
£5 Ms i > 
O50 “A Zhe Z 
ge is d LE Le LLeM ore 
88 15, was BLE U, $-ARMED FORCES? 6. SOCIAL SECURITY NO. |17, INFORMAN D . cy 
3 xine) (ys, gv mo dts of ve 
& . 
aS WL: ak LE: as MPR LOML ELEM Lie EY 
3 18. CAUSE OF DEATH [Enter only one couse per line For {a}, (b), ond (c)-] hee mee INTERVAL BETWEEN 
a PART I. DEATH WAS CAUSED BY: Dh ais Sgt tos ie go SEE eee 
s ve MMEDIATE CAUSE (0 ae pets “yr - 
ft? , —_—— ~ - 
= LZRO, DUE TO 7 ; N 
Z, . ee io = 
Conditions, if ony, which GAT brat bik GRC e z 


gove rise to immediate 
cate (0), stoting the under. ( CUETO 
tying cause last. rc) 


Past Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. HERrORMCE OE, f 
| Mt 
a 


ves] NO Ey” 
20a, ACCIDENT WAS_UNDERLYING [] 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part Il of item 16.) 
‘OR CONTRIBUTING O CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 

ss 
20c, TIME OF INJURY Month, Day, Yeor | 20d. INJURY OCCURRED 20e. PLACE OF INJURY (Home, farm, 120, (City or tawn) (County) (State) 
Hour a. m, While Nat while foctaty, street, affice bldg., etc. me 
p.m. v lat work 7} ot wark [1] H 


21. | certify that | attended the seceosed | fram.___. ee. De ba tS IZ that | last saw the deceased 


alive an____ieS4 ot af Z 3: Pyle: and in accurred his bitom the causes and an the date stated abave. 
“ADDRESS (Street, vst or town, state) PAR SIGNED 


ZA 
Soe e a F 
sou Stl OS Dogme tee no, Yee we evvveter Jif f93 Mb 7 vGr 


MEDICAL CERTIFICATION, 


the hospital ar attending physician. 
‘OR: After this certificate has been signed by the attending physician and completely 


detached far use os the burial-transit permit. 


the registrar prior ta burial, cremation, ar remaval, ond in any event 


bd 


8 fy) ve ; 
223 ryvsicians / fe Che Foe Any “PP e. AP 789 & Main hohe pT ont, 
33 2 Ra, BURIAL, CREMATION. A" NAME OF CEMETERY 1 ATORY 7d. LOCATION (City, tawn, ar, county) {Stote) 
32 8 ES ig Cha 2 : 
ane Lp Tf rteld Less Ls 7 YL af RAFT) LLL 
oe = aaa RECDAY REGISTRAR | 24bf REGISTRAR'S SIGNATURE 
ey OE pei: Meal \ornBiE 11°58 | Casten 8 Fanuc 


1 f ’ MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


Qa 
7 410116 “CERTIFICATE OF DEATH 10094 


‘S Reg. Dist. No. 
5 1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceoted lived. If institution: Residence before odmision) 
°. J b. COUNTY 
J MARYLAND 

2 7 Qandah LAIAL 
A b. CITY OR TOWN (If outside corporate limits, write e. = OF STAY IN Ib z. fo OR TOWSY {IF outside corporate limit write RURAL and give neares! TOW) 
s RURAL ond give nearpat town) 
2 
4 UDA LMaoti IST 0, Y ae JA Cat Ait tds fa OF? 
3 \d. NAME OF HOSPITAL (If not in haspitol, give aieed Ldn 7 a ‘STREET ADORE @. 1S RESIDENCE 

‘OR INSTITUTION ON @ FABM? 

% ves {J No (] 


ch gutted First Middle Lost 4 pee Boy Year 
{Type or print RP Af ELIE LEETA HESF e FELD | tian ta ee LA wSFH 


5. SEX ane COLOR OR RACE | 7. MARRIED [“] NEVER MARRIED oO }e. E OF BIRTH JIF UNDER 1 YEAR] IF UNDER 2444R5. 
=, Fem @ y 25 As 74 “tony ng or Doys Min. 
Md Al Pailz, \woowo B-_ovorceo Oh | AP : 


do (Av OCCUPATION (Gi Aut of wark dane} 10b. KIND OF BUSINESS OR INDUSTRY | 11. “har (State ar yay country) 12. CITIZEN OF WHAT COUNTRY? 
4 


ing most of warking life, eveh ifretired) 
& LD. LLL: ois the : 
14, MOTHER'S MAIDEN NAME 


U pda hdd Lk psi MA J1 LLL: pA L/) 


15. WAS. Detect! EVER eee U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. $ TNFOR NT Address 
inner anoe yu we “ate. ? 
Le Kaki bela 7 hae 


1B. CAUSE OF DEATH [Enter anly ane couse per line for (0), {b). and —— INTERVAL BETWEEN. 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o] 


Ye sl DUE TO 
Canditions, if any, which (o 
gave rise la immediote 

co¥se {a}, stating the under- buE To 
lying couse lost. te 


Part Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. pale Ma eg 


MED? 
ves Not 

20a, ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature af injury in Part | or Part II of item 1B.) 
OR CONTRIBUTING L) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Manth, Day, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm. { 20f. {City or town) (County) {Stote} 

Hour 6, m. While Not hile factory, street, office bidg., etc.) # 

p.m. 1 lat work [] ot work [J H 


21. I certify that I attended the deceased fram.___Julie-J.957.. 19. ta.__Sept.-12.-., 19-Q_.,that | last saw the deceased 


alive an. ---- August 4 12__59._. sand that deg?h accurred at_.&_sOQQMafram the causes and an the date stated abave. 
ated ADORESS (Street, city ar town, stote) DATE SIGNED 
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=< TO HOSPITAL OR ATTENDING PHYSICIAN: The. law requires that the death certificate be executed within 24 haurs after decth. Page 4 
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gel 


DATE 
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eath. Page 4 
funere| director, 


aM 


id 


arbon papers. Pages 1 ond 2 shé 


MOV 


Then please 


transit permit. 


the registror priar ta burial, cremation, or remaval, and in ony event within 7 tows 


cate has been signed by the ottending physician and campletely filled in by 


TENDING PHYSICIAN: The law requires thot the death certificote be executed within 24 haurs 
the hospital ar attending physician. 
‘OR: After this c 


page 3 should be detached for use as the buri 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 { () 095 
10117 CERTIFICATE OF DEATH fone 


a rae eee a VSUAL RS IRENE (Where deceosed lived. If institutian: Residence before admission) 
o. a. $) b. COUNTY 
Carroll byt) Maryland Balto,City 
b. CITY OR TOWN (IF autside corporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN ([F autside carporate limits, write RURAL and give nearest tawn) 
RURAL ond 146 nearest town) 
Sykesvi 3mos.19days Baltimore 2 4 
d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital 1102 Ashland Court ves EI] Nog] 
3. NAME OF First Middle Lost 4. DATE Month Day Year 
DECEASED F 
(Type oF print) Willian Oliver Houck eld September 2 19 59 
$. SEX 6. COLOR OR RACE |7. MARRIED PS] NEVER MARRIED Cy |®. Date oF eirtH 9. AGE {In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
, M, 885 last birthday) [Manths Min. 
Male White wipowep [] Divorced [} ay 13, 1 ya. 


1a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY 


11. BIRTHPLACE (State or foreign country) 
during most of warking life, even if retired) 


12. CITIZEN OF WHAT COUNTRY? 


Engineer Chemical Co Maryland U,Sehe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Lloyd Houck Mary Baker 


1S. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes, no, or unknown) (UF yes, give wor or dates of service) 2126 “8408 
No | - ringfield Hospital, Records 


18, CAUSE OF DEATH [Enter anly ane cause per fine for (a), (6), and (c)-] 


PART |, DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0! Bron chopneumonia 
/ 4 DUE TO 


Canditions, if any, which __ Carcinoma of the prostate with metastasis to Months 


gove rise 10 immediate 


INTERVAL BETWEEN 
ONSET AND DEATH 


Days 


couse (a), stating the under. (DUE TO liver and lungs. 
lying couse lost. (e) 
FS Pant Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(0}]19. WAS AUTOPSY 
& C.B.S.essoc.ewith senile brain disease with psychotic reaction. ves] NOO 
= [ 200, ACCIDENT WAS UNDERLYING C]__ ]20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Part I ar Part II of item 1B.) 
& |Or CONTRIBUTING C1 CAUSE OF DEATH 
& | (iF ETHER, NOTIFY MEDICAL EXAMINER) 
& |20c. TIME OF INJURY Manth, Day, Year |20d. INJURY OCCURRED |20e. PLACE OF INJURY (Hame, form, 1 20F. (City or town} (County) (State) 
3 Ser Pace Mite, Seat factory, street, affice bldg., etc.) | 
= p.m. 19 lat work [1] at work] H 
21. | certify that | attended the byes from Sune Uy 19.59, to September 231959 that | lost saw the deceased 
alive on__ September 2 259, and that death accurred ot hgh 3PM, fram the causes and an the date stated above. 
7 3 ) pi ADDRESS (Street, city or town, state) DATE SIGNED 
ACTUAL ¥ 
SIGNATURE Cp AML A. Y4 7 (70. __ Springfield State Hospital 9/ 24/5 9 
o = 
Ratt, _// Agustin delCampo, MY. _Sykesville, Marylands 
‘Mic. BURIAL, CREMATION, | 2b. DATE THEREOF ‘Zc. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar county) (State) 


REMOVAL (Specify) | Qe 2Q=1 959 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS: 


New Cathedral Cemetery Edmondson Ave.Balto:Md, 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


Cutten B Kiana 


Le ones LA hdhen ze LIZS Blan Aa SEP 2 8 '59 
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MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10095 
CERTIFICATE OF DEATH 


Reg. Dist. No. 


% ss ¢ 
s= 34 
& 3 3 1 de Gina J] 2. UA RESIDENCE (Where deceased lived, If institution: Residence before admission} 
2 £3 (i MARYLAND B COUNTY 
ve Carroll. 
er b. CITY OR TOWN (If outside carporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN [If outside corporote limils, write RURAL and give nearest town) 
8 s a RURAL and give nearest tawn) o 
wee ‘keg ) 25yr's ,omos q O06 K- & 
2 d. NAME OF HOSPITAL (If not in haspital, give street address) d. STREET ADDRESS: e. I$ RESIDENCE 
- Sy E OR INSTITUTION ON A FARM? 
s = pringfield State Hospite None ves F)_NO bal 
2 g 
6 3. NAME OF First Middle Lost 4, DATE Month Doy Year 
= ,, - r 
A (Type or print) Joseph Morris Jenkins DeatH = September 7 1959 
8 5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [ft] 8. DATE OF BIRTH 9. AGE {in years [IF UNDER 1 YEAR] IF UNDER 24 HRS 
a lost birthday) Min 
Male White wiooweo[] —_ovorctot] | April 13, 1890 ng 


during mast of working life, even if retired) 


Farming 


popers. 
th, 
) 


10a, USUAL OCCUPATION (Give kind of wark dane| 


12, CITIZEN OF WHAT COUNTRY? 


UeSeA. 


10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 


Marylan 


> 
ga 
oO c 
Boe 
a 2 
< = 
aa 
33 
oe 
3 
2 8 
$3 
3 °Fs I 13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME. 
© S35 * 
8 83 Thomas C, Jenkins Nellie Compton 
= 25s 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT ‘Address 
ala cs (Yas, no, or unknown) Gf yes, give wor or dates of service) 
B gts | Se ae = Springfield Hospital Records 
£ $2 
s 28 2 1B. CAUSE OF DEATH [Enter only one cause per line for (0), (b), and (c)-] INTERVAL BETWEEN 
ovo pay PART |, DEATH WAS CAUSED BY: 
Tea ape IMMEDIATE CAUSE (0) Bronchopneunonia 
2 oS ve. 
5 fe? LEDER DUE TO 

> 
= Bez 1 | conditions, i any. which a 
3 BES gove rise to immediate 
38 as couse (a), stating the under. ( PUE TO 
Tea e Oo 1g couse lost. ) 
Secee dying couse lost. 
228 ae $3 Pam Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(a)]19. WAS AUTOPSY 
= bot | ae = 
enges || Epileptic psychosis, ves RR No 
eee? y 
Fotss = ]20. ACCIDENT WAS UNDERLYING [1] [20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 1B.) 
Zoos & [OR CONTRIBUTING [C1 CAUSE OF DEATH 
Zoggs & | (WF EITHER, NOTIFY MEDICAL EXAMINER) 
2szes & |20c TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, farm, | 20F. (City ar town) (County) (tote) 
Ey sigs a Hour atm, While Nat while foctory, street, office bidg., etc. aH 
ocr & = p.m. 19 lot work [[] ot work 
Oe. 85 4 
aes = 21. I certify that | attended the deceased fram. March 74 -. , 1955_, to Sept. 7, _, 159. that | last saw the deceased 
occ ed é 
226 $ 5 alive on September _7,. eke , 19__59__, and that death occurred at_'72 OEM, fram the causes and an the date stated abave. 
Be6 Bo y J, y, ADDRESS (Street, city or town, stote) DATE SIGNED 

a ACTUAL 
EI £5 siGnaTuREC L. CPELYL £27 A C7z2tfle mo. Springfield Hospital 9/8/59. 
ae . 
eas 5 / PHYSICIAN'S 
efgss NAME (Type) heomstin delfs kay >. Mary) 
= 3 £ 
rs 83 a 2 Za. Hats oer ION, ER PATE THEREOF Ne fl E o* 78 giefery OR wi 1} b aut (City, town, or eqpnty) (Stote| 
TPP Pe Fad HLSé Pare Ys oo iY Yn 
S je $. DAA A A aan, Fs a é, 

OU Oe 
= et {Joirecror's siGt por. ADDRE; 240. REC BY REGISTRAR Hav. REGISTRAR'S S|SNATURE 
VS AI5 (4) 7 Abne Xo 
15M 9/58 Has AA brash Ad l odte “SEP 14 '59 Onitun £ Hass, 


after death: Page 4 


Poges 1 and ®. be filed ithe 


thot the deoth certificote be executed within 24 haurs 
R: After this certificate has been signed by the ottending physicion and completely filled in by 


quires 


TO HOSPITAL OR ATTENDING PHYSICIAN: The fow re: 


the hospitol or ottending physician. 


@. 


poge 3 should be detached for use os the burial-transit permit. Then pleose remave car! 


moy be retain: 
TO FUNERAL Di 


—_ 


Pad 
See 


o 
= 


Lneral director, 


ers. 


fer dea’ 


| 


the registror prior to buriol, cremation, or remavol, and in ony event within 72 hours 


7 ee 


. MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 0 g "7 
410119 CERTIFICATE OF DEATH elie 


2 bes RESIDENCE (Where deceased lived. If institution: Residence before admission} _ 


arvland b. COUNTY & 


c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest town) 


L ee ae 
. Carroll MARYLAND 
b. CITY OR TOWN {If outside corporote limits, write | ¢. LENGTH OF STAY IN Ib 


“Sprinsitéeid” tate Hospital 33yea: 


d. NAME OF HOSPITAL {If nat in hospitol, give street address) 
OR INSTITUTION 


e. IS RESIDENCE 
ON A FARIA? 


Sykesville ves] xo 
3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
DECEASED OF 
(Type or pri) © WALL Lam Judd veatH Septe Sth 1959, 
3. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [2E] 8. DATE OF BIRTH 9. AGE {in yoo IF UNDER 1 YEAR]IF UNDER 24 HRS. 
i 
u WwW WIDOWED DIVORCED Tr Be ie 
oO y 


Mu BIRTHPLACE (Stote or foreign country) V2. CITIZEN OF WHAT COUNTRY? 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during By of working life, even if retired) 


x “My own ¢ Ma) USA 
33, FATHER'S NAME 34, MOTHER'S MAIDEN NAME 
John Judd Elizabeth Meyer 
‘5. WAS Caer? sl’ U, S. ARMED. (se Ted 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
{Yer ne. or ) UF yer, give wor or dates of service) 
| xX Records Springfield State Hospital 
1B. CAUSE OF DEATH [Enter ‘only one couse per line for {0}. (b). ond (e)-]} Hl ae ad 
A 
PART !. DEATH WAS CAUSED BY: oromry 
IMMEDIATE CAUSE {o). ¢ Occlusion 
hele DUE TO " 
Covailient, W’ bay. whith é Marked Obesity Enlargement of heart 
gove rise to immediote 
couse (0), stoting the under ( OVE TO 
lying couse fost. (¢) 
Part tl, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Mo) | 19. Metronmeoe 
Mental deficiency withaut psychosis 


20a, ACCIDENT Roth canon oO 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Part I! of item 1B.) 
OR CONTRIBUTING [J CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Se arene 
20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED —|20e. PLACE OF INJURY [Home, form, ; 20f. (City or town) (County) {(Stote) 
Hour 9. m, While Not while factory, street, office bldg., etc.) | 
W Jot work [] ot work [] t 


ab ' cri Ati nded the a Bos 5 het pk Mrcteth 7 thot | last sow the deceased 


MEDICAL CERTIFICATION, 


alive on ond thot death occurred ot... Sn i... the couses and on the dote stoted obove. 


Al SS (Street, city or awn ; DATE SIGNED 
‘\ 
mo, Dns | tad SQ. ae apn, 


PHYSICIAN'S 
NAME (Type) Myro! =e MeDe 
220. BURIAL, Ciepeaan Mb. DATE BEECH 
REMOVAL (Spe Cn Rg 
EOE Se DIVES Ba. 
23. FUNERAL DIRECTOR'S SIGNATURE ? ADDRESS 
fs 


[Leo He 4, i Be as ae a 


Wd, LOCATION (City, town, or county) _ (Stole) 
Lez v6 alte PH 
BY "GTR ‘Ub. REGISTRO 5 aorauan 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 i: 0 0) 98 
10120 CERTIFICATE OF DEATH saree 


cause (a), stating the under: 
lying cause lost. (c) 


3 
& 
2 
8 


Psychosis associated with organic changes of nervous system, 


200, ACCIDENT WAS UNDERLYING 0 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Pal 
OR CONTRIBUTING (1) CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE ee aa GIVEN IN PART 1(a)| 19. MEER 
tem, birth <a 


20e. PLACE OF INJURY (Hame, farm, | 20F. (City or town) (County) (State) 
factary, street, affice bldg., etc.) i 
' 


ms 
20c. TIME OF INJURY Manth, Day, Year | 20d. INJURY OCCURRED 
Hour 


a.m. 
p.m. 


While Nat while 
lat wark ‘ot work 


MEDICAL CERTIFICATION: 


the haspital ar attending physician. 


™ “s 
& 3 s 4 Mera nquaiaee 5 pei gs (Where deceosed lived. If institution: Residence befare admission} 
= e. a. b. COUNTY 
cea: Carroll MARYLAND Maryland Baltimore 
aes 4 
3 ° g b. Vie Lfehaa (It eg eyes limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If autside carporate limits, write RURAL and give neorest town} 
5 and give nearest fawn 
eee Sykesville 8 .6mM0S¢2da Catomsville 28 
a 3 
Ee = d RANE or HOSA {If nat in haspital, give street address) d. STREET ADDRESS e. s pesIDESCE 
3 
eee Springfield State Hospital 29 Holmshurst Aves ves C] NO DE 
° ec 
= 728, 3. NAME OF First Middle Lost 4. DATE Manth Day Year 
~ Re DECEASED OF 
a, Tyne er pei) Alden Brewer Lawson beats September 23, 1959 
= =e S. SEX 6. COLOR OR RACE |7. MARRIED {_] NEVER MARRIED PQ | 8. DATE OF BIRTH 9. ASE (higeon [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
fe s Jogh bit Y’ Manths 's | Hour! Min. 
- aie Male White |wivowes oivorceo) | November 22,1913 is yrs. oor | ge i 
= E Oe 100. USUAL OCCUPATION {Give kind af wark dane] 10b. KIND OF BUSINESS OR INDUSTRY] 11. BIRTHPLACE (State or foreign country) 12, CITIZEN OF WHAT COUNTRY? 
3 8 a3 during mast of warking life, even if retired) 
3 =e Nm Clerica ~ Maryland USA. 
3 x 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
» 9f8 
8 Ble Alden B, Lawson, Sre Bessie Mitchell 
= = 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
= oF (Yes, no, oF unknown) (UF yes, give wor o¢ dates of service) 
& of No | - - Springfield Hospital Records 
fee 9 
3 at 3 1B. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (<).] INTERVAL BETWEEN 
— 2a PART |. DEATH WAS CAUSED BY: ONG uD pears 
AEE a IMMEDIATE CAUSE (o)___ BA ateral bronchopneumonia Days 
3 = ‘ DUE TO 
% 
Sieh? Canditians, if ony, which (bh 
a z gave rise ta immediote pUETO 
2 oD 
Ten 
3 
zoe 
b38 
ges 
£52 
a5 2 
z oO 
see 
Sse 
Bos 
iid 
= a4 
a £ 
Oo 
Zge 
o < 
Gia 
E=o0 


: ADDRESS (Street, city ar tawn, state) DATE SIGNED 
Aen LL; bia Le (CTE: mo. Springfield State Hospital| 9/23/59 __. 


*. 


page 3 shauld be detoched far use as the buri 


ots —rm 
me PHYSICIAN'S 
E23 NARE (Type tin delCampo, M.D. _Sykesville, Maryland, 
% a8 2a. BURIAL. CREMATION, ‘2b. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, ar county) (State) 

) pec _ . 
a 26 Ro Th BS yA Cr. Aine Ce. Patel 
aa ‘Qua. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 


RAL te SIAL wes ae QL 


eee) oN paSEP 2 8 ‘99 Cktnd Finns 


roe 3 
ie 4h 
si Py) 
ag A 

be 

e 


jr 


If any dela 
and 2 with the registrar prior to burial, crematian, 


Pry 


ve Pages 1, 2, and 3 ta the funeral 
ge 5 may be retained for yaur file: 


Chief Medica! Examiner's Office alang with farm PM3. Pa 
File 


te shauld be executed within 24 haurs after death, 


e, writing the ward “‘pending™ in pencil in {tem 18. 
ECTOR: Page 3 should be used as a burial-transit permit. 


cute the ce 
TO FUNERAL 
ar remaval, 


farwarded 


3 
8 
“= 
3 
: 
& 
Zz 
= 
< 
x 
we 
is 
<q 
g 
a 
a 
= 
> 
is 
2 
o 
[-) 
ie} 
i 


YS. AISME(5) 
5M 9/55 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10999 
MEDICAL EXAMINER'S CERTIFICATE OF DEATH 


2, USUAL RESIDENCE (Where dececied lived. If Institution: Residence before edmission) 3 
©. STATE b. COUNTY 5 
Me Balto.City “ 


1, PLACE OF DEATH 
©. COUNTY 


Carroll MARYLAND 


b. CITY OR TOWN iif outside corporate limits, write RURAL . CITY OR TOWN (IF 
‘ond give nearest town) 


KE SY a v7} me O13" [ Baltin ore. 3 Vv, [=a 


ide corporote limits, write RURAL ond give nearest town) 


6, NAME OF HOSPITAL OR INSTITUTION (If not in hospitot, give street address) d. STREET ADDRESS GRA FARO 
pringfield ate Hospits 1033 St yes [1] NO 
3. pecineae First Middle Lost 4. DATE Month oy Yeor 
(pecan) Eldridge Stuart lee DEATH September 10, 1959 
6. COLOR OR RACE |7. MARRIED [] NEVER MARRIED BKJ|8. DATE OF BIRTH 9. AGE fens IFUNDER YEAR] IF UNDER 24 HRS. 
! pak pres 
“ White wioweo [1] —owvorceot) | December 7, 1899 Sb yea ris eer | Oe ae 
10a, USUAL OCCUPATION ies kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most of working lite, even if retired) 
Electrician - Virginia U.S.A. 
13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Henry S. Lee Virginia Rolph 
15. WAS DECEASED EVER IN U. $. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
(Yes. no, oF unknown) {IE yes, give wor or dates of rervice) 
nq Mo, - = Springfield Hospital Records 
1B. 5 ‘OF DEATH [Enter only one cause per line for (0), (b}, ond (c).) INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED ‘ONSET AND DEATH 
WAMEDIATE CAUSE ) & months 


Lf 20, / DUE TO 
Conditions, if ony, which tb 


gove rise to immediote couse 
(0), stoting the underlying OUETO 


couse lost. 
Zz PART Il. ore: Stout ‘ANT ee iS CONTRIBUTING TO DEATH BU] NOT ED TQ THE TE RSepee CONDITION GIVEN IN PART I(a}/19. WAS AUTOPSY 
8] Psychosis with chronic @leonolism with deterioration Moh 
3 ves ow No [1] 
& [200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 
& | PRIMARY CJ or CONTRIBUTING 1 
§ | CAUSE OF DEATH. 
= be ae 
S [20c. TIME OF INJURY —-Month, Day, Year 120d. INJURY OCCURRED ]20e. PLACE OF INJURY (Home, form, 4 20F. (City oF lown) {Counly) {(Stote) 
3 Hour 9. m. While Not while foctory, street, office bldg., etc.) | 
= ot wark [] ot work (J i 


21. | certify that | taak charge af the remains described obave, held an Autopsy XJ, Inspection], Inquiry [3% ond find that 
deoth resulted from: Naturol couses [%], Accident [1], Suicide (1, Homicide [], Undetermined couse [7]. 


pe: 


DATE SIGNED 


ips Be of p, CHIEF MEDICAL EXAMINER [J] 
UR : 
y ASSISTANT MEDICAL EXAMINER [7] ‘10 
NAME ewe James T. Marsh, M.De DEPUTY MEDICAL EXAMINER [2F 9/10/59 
M0. BURIAL, CREMATION, [20B. DATE THEREO) Zac. NAME OF CEMETERY OR CREMATORY 2d. LOCATION (City, town, or county) {Slote) 
hod Z 
DAGFIG Abing@on Churhh Cemetery GloucHester,Co., Va 


23. FUNERAL DIRECTOR'S SIGNATURE ADDRESS z 2do, REC'D BY REGISTRAR ‘24b. REGISTRAR’S SIGNATURE 
William Cook, Inc., 1217 St.Paul S reet pare SEP 15 '59 hs & ‘ 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
ay 
10122 CERTIFICATE OF DEATH 10160 


Reg. Dist. No. 
1. PLACE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
° COUNTY Garrol) maryiano || ° STATE Maryland ». county Baltimore City 1 


b. CITY OR TOWN (If outside corporate limits, write | c. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 


ee wie" town) Liyrslingth.27dys. Baltimore SVor-4 


de ae aT aes {If nat in haspital, give street address) d. STREET ADDRESS: e Be BRAS 
Springfield State Hospital. 1629 Kingsway Road. Ye) Noo 


}. NAME OF First Middl Lost 4. DATE Month y Yeor 
DECEASED. Thomas G{Lippert | ofa ge 28 159 


COLOR OR RACE |7. MARRIED [_] NEVER MARRIED [act B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
te Jalsa 82 lost birthdoy) [Months] Days | Hours | Min, 
wipowep [) pivorceo [] ols, 77 yts. 


10a. USUAL OCCUPATION (Give kind af work done! 10b. KIND OF BUSINESS OR mene BIRTHPLACE (Stote ar foreign country} 12. CITIZEN OF WHAT COUNTRY? 


mel 


deoth. Page 4 


‘uneral director, 


@ 


led in by 


thin 24 haurs gh 


“ane rae ‘af warking life, even if retired) Maryland U.Sehe 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


John G,Lippert Agnes Kellen 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT 


{Yas, 0, oF unknown) {0 yer, give war or dates of service) 
no ee ae oc, Hospital records 


1B. CAUSE OF DEATH [Enter only one couse per line for (o}, (b}, ond (c}.] INTERVAL BETWEEN 


PART 1. DEATH WAS CAUSED BY: a 
At IMMEDIATE CAUSE (o} 


. DUE TO 


auc all Ray pliay )____ Broncho~pneumonia 


gove rise to immediate 
couse (a}, stoting the under. ( OUE TO 
lying couse last. (¢ 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I{a}/ 19. Pinel 


Yes] No() 


= 
“ 
2 
ty 
° 
) 
= 
> 
8 
~ 
2 
e 
ry 
i 
3 
a 
8 
a 
¢ 
s 
& 
9 
& 
< 
5 


The law requires thot the death certificote be executed wi 


the hospitol or ottending physician. 


20a. ACCIDENT WAS UNDERLYING [} 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | or Part II af item 1B.} 
OR CONTRIBUTING EL] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 


20c. TIME OF INJURY Manth, Dey, Year [20d INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
Hour 6. m. i1e*°_ Not while. foctory, street, office bldg., etc.) ! A 


p.m. ot work 


MEDICAL CERTIFICATION 


= ill that | last sove.the deceased 
ative onda LeM, fram the causes and an the date $fdted abave, 


" ADDRESS (Street, city or town, slole} < DATE SIGNED 
SWatone ALE, bes tt tng uo, Springfield State Hospital 
msciae’s Agustin del CamposMeDe 


NAME (Type) 


Mo. BURIAL, CREMATION, | 22b. DATE THEREOF 
REMOVAL (Specify) 


Burial 9/29/59 
paren DIREGIOR'S SIGNATURE , jg a0 2éa. gicp x equagear ‘2A. REGISTRAR'S SIGNATURE 
VAY ae 8 Cntna 


L Lederer fh per 


= 
2 
2 
a 
€ 
5 
& 
a) 
c 
5 
© 
a 
es 
a 
> 
= 
os] 
e 
2 
ic] 
o 
= 
< 
r) 
2 
° 
€ 
2 
© 
S 
3 
5 
3 
= 
=, 
3 
PS 
= 
5 
8 
2 
3 
< 


TENDING PHYSICIAN 


o 


TO FUNERAL DiweCTOR: 


poge 3 should be detoched far use as the buriol-tronsit permit. Then pleose re 


moy be rete 


& TO HOSPITAL 


ra 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10123 CERTIFICATE OF DEATH wi om OE 


1. PLACE OF DEATH ” PeUal RESIDENCE (Where deceased lived. If institutian: Residence befare admission} 
a. COUNTY a. STATE b. COUNTY 


C 11 MARYLAND v 
b. CITY OR TOWN (IF autside carporote limits, write ENGTH OF STAY IN Ib c. CITY OR TOWN ? outside carporote I , write RURAL and give nearest town) 
RURAL and give nearest town) 10 


rkesvi Se 7MoS ¢20Kays Baltimore REx. 


cd. MAME OF HOSPITAL (If nat in haspital, give street oddress) d. STREET ADDRESS. e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


: pringfield State Hospits 300 Cedardale Road ves CO] NOs) 


aa 


= 


runeral director, 


Poges 1 ond 2 shauld berfiled with 


cftar death. Page 4 


6. 


3. ips 4 First Middle Lost 4. Bere Manth Day Yeor 
{Type ar print) Rose Lubbehusen ceatH ~=—s September 2h, 1959 
S. SEX 6 COLOR OR RACE [7. MARRIED L] NEVER MARRIED 6X |8- DATE OF BIRTH 9. AGE (In yeors 
lost day) 
“ Female White — |wioowen pivorceo[] | September 18, 188 i ys. 
ge TO. USUAL OCCUPATION (Give kind af work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stale or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
2 dyzing mos! of warking even if retired) 
e Clerk - Maryland U.S HF 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Joseph Lubbehusen Blanche Knott 


oe 
5 
°o c 
2 « 
a3 
s 
pte 
33 
r 

eke sa: 
3 
Soe 
=o 
3 
5 at) 
= acd 
® c 
o ° 
2 c 
o ° 
So Be 
= $6 3 1s. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | _ INFORMANT ‘Address 
> a E {¥es, no, oF unknown) {If yes, give wor or dates of service) 
Com aN No | - = Springfield Hospital Records 
- £3 
Theses 18. CAUSE OF DEATH [Enter only ane cause per line far (a), (b), and (<).] INTERVAL BETWEEN 
Ae bein FOR EAT MEDIATE CAUSE Chronic rheumatic heart disease “Years. 
° pes IMMEDIATE CAUSE (a). 
2 of? 
= 225 , x 
SS Uy DUE TO 
See 7 
= fe > Canditians, if ony, which (by | 
3 BES gave rise 1a immediate 
ey cers: couse (a), stating the under- ( DUE TO 
e§ 2 aie lying couse last. ey 
E285” a 3 Past Il. OTHER oe CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{a)]19. WAS AUTOPSY 
2B223 &|Senile psychos paranoid types 

Eas 8 be ’ 
2anc0 6 yes KR] No[] 
2 2 re) = 
Forts s = [22 ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature af injury in Port | ar Part Il of item 1B} 

S Boe & iy 
Zz gees & [GE EITHER, NOTIFY MEDICAL EXAMINER) 
$5555 § [20. TIME OF INJURY” Manth, Dey, Year 120d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, form, | 20f. (City ar town} (Caunty) (Stote) 
58a 5 ous® ene iy While, Not while factary, street, office bidg., etc.) 
Boers 2 p.m. jo! wark [] ot wark [J H 
ORES = 
zee ae 21. | certify that | attended the deceased fromMarch 7, ___, 195__, ta September 21189 that | last saw the deceased 
ao2<20 
Ze as 3 alive an_ Septem 2.0% 19.59 __ and that death accurred at £30Am, fram the causes and an the date stated abave. 
F=6 Bo ADDRESS (Street, city ar tawn, state) DATE SIGNED 
& Vea UAL 
~ wee SIGNATUR! wo. ___ Springfield State Hospital. 9f2h/59_ 
° pa ‘ — 

£a2 y 
zflan5 f STEERS 
ogee "| [NAME Type) Agustin delCampo, M.D __ Sykesville, Marylend 
= 3 
$ 33 ef eS 220. BURIAL, CREMATION, | 22b. DATE THEREOF ‘2c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, tawn, or county) (State) 

Set REMOVAL a 
Pte Be New 
2 2 23. wi TAL DIRECT QR's SI ye y q Y Tb pay 2da. REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 
VS AIS (4) i aoe 
ieee \S VA WA Pigs ~ fatty pare SEP 2.8 99 Crihed & fe 

V LE 


oftge death. Page 4 
funeral director, 


}. 


is certificate has been signed by the attending physician and completely filled in by 


TENDING PHYSICIAN; The low requires thot the deoth certificate be executed within 24 haurs 
the haspital or attending physician. 


& 
< 
5 
° 


TO HOSPITAL O! 
may be retain 
TO FUNERAL 


< 
a 


AIS ( 


. 23. Fi DIRECTOR'S Sit ADDRESS 
‘$M 9/38 


; MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 6 ] 0 9 
mK 10124 CERTIFICATE OF DEATH a 


s 
‘Fi 1, bree, Cyl gel 2 baer RESIDENCE (Where deceased lived. If institution: Residence before admission) 
ba} a ©. STATE b. COUNTY 7 
is Mi \ Carroll eee Maryland Balto,City | 
a4 b. CITY OR TOWN (If outside corporote limits, write ¢. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 

RURAL ond give neorest town) ae 
2 Syke sv: luyrs 6mose Baltimore 3 Y 4 
~ d. NAME OF HOSPITAL (if not in hospitol, give street oddress) d. STREET ADDRESS: e. 1S RESIDENCE 
bs ~ OR INSTITUTION ON A FARM? 
o Springfield State Hospital 6115 Stanton Ave, ves (J No BY 
2 
o 3. NAME OF First Middle Lost 4, DATE Month Doy Year 
- DECEASED OF 
3 Riestecsm John Joseph McNamara: barr September Uk, ip 59 
2 $. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED] | 8. DATE OF BIRTH 9. AGE (in years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 

ee Months| Oays | Hours 

4 Male White winowen[] ~—svivorceo OQ) | September 6, 187. yn. 
a 100. USUAL OCCUPATION. kind of work done|10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 112. CITIZEN OF WHAT COUNTRY? 


fy 4 during most of working life, even if retired) 
y letter carrier - Maryland UeSehe 
a 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
: John McNamara Elizabeth Quirk 
6 ; nee WAS: ee ade Te U.S. aye Faces 16. SOCIAL SECURITY NO. INFORMANT Address 
Se cement Be caiegae create Moatae 
: No | - - Springfield Hospital Records: 
8 18. CAUSE OF DEATH [Enter only one couse per line for (0), (b}. ond (<)-] INTERVAL BETWEEN 
fi PART 1. DEATH We Atenus Arteriosclerotic Heart disease 
iS “e ji DUE To 


Conditions, if ony, which (Generalized arteriosclerosis 


* 
5 
o 
2 
a 
R 
a 
<= 
rs 
“3 
2 
3 
pars 
ES i i i 
E gove rise to immediote 
&¢ couse (o}, stoting the under: DUE TO 
22 lying couse lost. ie 
a 3 Pant Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE C paras Sings PART 1(o)]19. WAS AUTOPSY 
| | Psychosis with cerebral arterioscbrosis in a psychoneurotic se ves] NO] 
B6& = [20a. ACCIDENT WAS UNDERLYING []__[20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port {I of item 1B.) 
he & | OR CONTRIBUTING L] CAUSE OF DEATH 
£5 G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
3s & [20c. TIME OF INJURY Month, Doy, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
go 3 Hour o. m. w While Not while foctory, street, office bidg., aul ' 
5 = Pom. jot work [] ot work [J 
55 
2d 21. | certify that | attended the deceased fram. March _7, —— 1 19. on to. Septenber JhiB9ne | last saw the deceased 
> 
3 3 ative an. Cet. ay, 19. 59, and that death nae ad _M, from the causes and an the date stated abave. 
35 / ADDRESS (Street, city or town, stote} DATE SIGNED 
se 4 
33 ety O mo... Springfield Hospitel Records _ 9/15/59 
za 
35 PHYSICIAN'S lle 
Ze Name (tyes __yAgustin a M.D. __Sykesville, Maryland 
o% Spence ; Wb. DATE THEREOF 72; NAME OF CEMETERY OR CREWATRY ES ity, town, or county) (Stote) 
De (Specfty) 4 
32 Tae nae of Sa) LW) S loovgns D 


2da. REC'D BY REGISTRAR | 24b, REGISTRAR’S SIGNATURE 


pare SEP 18 '59 Onthun & eau 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0 hs 
10125 CERTIFICATE OF DEATH : 103 


Reg. Dist. No. 


1. PLACE OF DEATH * 2. USUAL RESIDENCE (Where deceased lived. if institution: Residence before admission) 
o. COUNTY 0. STATE 


Carroll marnand | °° Maryland b COUNTY Balto. City 


b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN Ib . CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
RURAL ond ‘A nearest town) 


Sykesville 30yrse3mos,l&iays Baltimore Bie ae: 


d. NAME OF HOSPITAL (If not in hospitol, give street oddress) d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 


pringfield State Hospital 7W. West Street ves C] No 
x (iba ake First Middle last 4. Pare: Month Day Yeoy 
(Type or print} Margaret Miller bean «= September 3y 109 
S. SEX 6. COLOR OR RACE |7. MARRIED [-] NEVER MARRIED ii DATE OF BIRTH AGE (In years [IF UNDER 1 YEAR| IF UNDER 24 HRS. 


Female White wioowen I] —ovorceot] | February 23, 1893|, "ez a ail 


10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign | 68 12. CITIZEN OF WHAT COUNTRY? 
during most of working life, even if retired} 


Noe Maryland UeSode 


13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Joseph Miller Mary Dailey 


1S. WAS DECEASEDEVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, no, oF unknown) {UF yes, give war or dates of service) 


No - - Springfield Hospital Records 


18. CAUSE OF DEATH (Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN, 


_PART | DEATH WESIATE cause (oy Carcinoma of unknown origin with metastasis Ye 
199, 2 DUE TO 
Conditions, if ony, which (0) 
gove rise to immediote 


couse (0), stoting the under. { DUE TO 
lying couse lost, a) 


Past Ul. OTHER SIGNIFICANT onali ty CONTRI8UTING TO DEATH BUT antisoe a3: si PeaetLen. ASE ees GIVEN IN PART 1(0}|19. WAS AUTOPSY 
SocLopathic persona disturbance, a. Cc PERFORMED? 


yes] No 


funerol director, 


rbon popers. Poges 1 ond 2 should be filed with 


after death. Poge 4 


e 


death. 


Then pleose rem 


the registror prior to buriol, cremotion, or removol, ond in ony event within 72 hours o} 


200, ACCIDENT WAS UNDERLYING () 20b. DESCRIBE HOW tNJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (Cily or town} (County) (Stote) 
Hour 0. m. White Not while foctory, street, office bldg., ve 
p.m. 19 Jot work [7] ot work 


MEDICAL CERTIFICATION 


7 that | last saw the deceased 
Le one : ee 12. 5 OR, from the causes and on the date stated abave. 


ADDRESS (Street, city or town, slote) DATE SIGNED 
SIGNATURE (Joes eutce# ah Ce 


NAME (ype) Francesco Magro, M.De 


No. AURAL CREMATI: eo DA Tipe F ‘Yc. NAME OF CEMETERY OR CREMATORY %d. LOCATION (City, town, or "CLE Stote) 
VAL (Speci ‘SP ZY, / : De Bel! 


2. FU cae ATURE ADDRESS ta EGISERAR | 2b. Se a 
Le tars P55 Lyttshe Lhe DATE fp 11 ‘59 fun & Kiawk 


the hospitol or ottending physicion. 


~ 
5 
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2 
“3 
ee 
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= 
a 
8 
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z 
5 
5 
& 
ch 
3 
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a 
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* 
e 
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a 
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= 
5 
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5 
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3 
= 
< 
& 
° 


TENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 hours 


@. 


poge 3 should be detoched for use os the buriol-tronsit permit. 


moy be retoin 


& TO HOSPITAL O 
TO FUNERAL 


S 


a 


= 
2G 


= 
2 
& 


LLEPIPLE 


"MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1010 4 
LO GOEPICAL EXAMINER’S CERTIFICATE OF DEATH te Gt 


2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before odmission) 


o STATE AFA RELA fp» COUNTY CARR oLl 


¢, CITY OR TOWN {If outside corporote limits, write RURAL and give nearest town) 


UVLONTOWNY RD 


ca) 


}, PLACE OF DEATH 


Sievers oll CONT fp vers 


b. CITY OR TOWN (it cunide corporate limit, write RURAL ¢, LENGTH OF STAY IN Ib 
‘ond give neared town) 
val WSTELR, 4D 


Poge 4 should be 


d, NAME OF HOSPITAL OR INSTITUTION (IE not in hospital, give street oddress) {* STREET ADDRESS fs ting Se. 
KIDEE RGAP - TREVAMION KAD WS ONO 
4 4 ed First Middle Lost 4. are Manth Dey Year 
ype orion 1 ht AO AE JRew Wize em om SET. SS wSH 


IFUNDER VYEAR| IF UNDER 24 HRS. 


'f ony delay is necessory, pleose exe- 


2 
s 
é 
2 
© 
= 


& 
5 
S 
2 
Z 
ee 
s 
a 
8 
2 
2 


. 
% 
= 
5 

£ 

UD 
° 
2 
2 

2 
z 

o 
° 
DS 
3° 

a 

° 

= 
= 
4 
2 


5. SEX 


10a, USUAL OCCUPATION (Gi 
during most af working Ii 


ESTPUN STEP 


V. 
uP 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME a 
A CHARLES UPTON HMyTTENW \|EMMA ([REWE MASENWIM ER 


COLOR OR RACE |7. MARRIED ["] NEVER MARRIED (J B. DATE OF SIRTH % ae ie cd 
Vi _|moowen O  oworeog) | JULIE 12, 772] se on 
dot aa done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote ar Foreign country) 
‘even if retin 
ower ST? p WESTAINSTER 7 MP. 


iw 


re We eoes ba al u. Toes 16. SOCIAL SECURITY NO. |17, INFORMANT. Address 
ie ih ae 14-/¢- 68k DE. VELLIVER CIM OCEKD WE im 


18. CAUSE OF DEATH [Enler only ane coure per line for (6), (b), ond (c).] 


PART I. DEATH WAS CAUSED 8Y: 
it IMMEDIATE CAUSE {0} Lay 


ve Poges 1, 2, ond 3 t 


INTERVAL BETWEEN 
ONSET AND DEATH 


€ 
° 
8 
vo 
s 
Oo 
2 
5 
Oo 
2 
= 
nN 
© 
£ 
= 
3 
5 
Z : 00.K 5 om ae 
By: Conditions, if ony, which oft Later em Coppel. Yorn 7 
os Os gove rise to immediate coure 
Bsss (0), stoting the underlying( OVE TO 
Basa coue last, | te 
oe. fs Fa PART Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1[o)]19, WAS AUTOPSY 
220 3 d 3 ves] NO’ 
coos 5 
BaBe = | 200. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nalure of injury in Port | or Port Il of item 16.) 
cags & | PRIMARY CJ or CONTRIBUTING (] 
25 Ex iS | CAUSE OF DEATH. 
Zoe's 
§ fe] 3 3 ‘2c. TIME OF INJURY Month, Oy, Year 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20. (City or town) (County) (Stole) 
oose 8 Hour 9, m. While Not while foctory, street, affice bidg., ele.) | 
ee =: 9 at work [7] at work ; 
Zoe s 
a * ry oa . or, . qi 
aese jot | took chorge of the remoins described above, held an Autopsy Inspection he, Inquir: ond find that 
ase P' quiry 
wee from: Notural causes Accident [{], Svicide [1], Homicide [/], Undetermifed ‘couse [7]. 
3208 
5 Soe DATE SIGNED 
as 
4 . Di Wii ASA ap, CHIEF MEDICAL EXAMINER [J 
= ead ASSISTANT MEDICAL EXAMINER [1] oS, 
3 ee / 
pees 2 h ype) A y] AY DEPUTY MEDICAL EXAMINE! bd S) 
oe te & MERIAL? CREMATION, 9 c_ NAME OF CEMETERY Q Sy TORY. 72d. LOCATION (City, town, oF “By toy 
265 SEPTORAL (Speci g Wy 
es EVRA CL SIVEY CoM SULVER KWV (1D 


23. FUNE! DIRECTOR'S SIGAATU; py RES: le 4a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
VS. AISME(5) ‘ yy, l/ f, IG, i s 
5M 9/55 ee 2 $2. GLE Tad OATBEP 8 '59 Condes 3 Fed 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10105 
CERTIFICATE OF DEATH 


a ras U 2 Reg. Dist. No. 

& ¥ ue ra OF DEATH a Wet RESIDENCE (Where deceased lived. If institution: Residence before admission) 

é = °. °. b. COUNTY v 

. 3a Carroll sig lagna Maryland Cit: 

me b. CITY OR TOWN (If outside corporate limits, write c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (IF outside corporote limits, write RURAL ond give nearest town) 

g re RURAL ond give nearest town) 

ers Sykesville amos. 8days: Baltimore 1 BV O/ 5m 

po ed d. NAME OF HOSPITAL (If nat in hospital, give street address) d. STREET ADDRESS. e. IS RESIDENCE 
re OR INSTITUTION ON A FARM? 
Fa, orinefield ate Hosp 516 We Fayette St, yes 0] No Ex 
2 
5 3. NAME OF First Middle lost 4. DATE Month Doy Yeor 
= DECEASED OF 
a {type er print Herman Fred Nerking beatH ~=—ss September 24,19. 59 
8 S. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED (iM) |8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR]IF UNDER 24 HRS. 

ears Months| Days | Hours] Min. 
Fi Male White |wicowe D ovorceo] | April 17, 1891 yn, 
a 10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
ge al ‘of working life, even if retired) 
- tal worker A = Maryland USAe 
I 13. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 
Unknown Unknown 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT ‘Address 


Yer, 10, 9¢ unknown} 


No | 


{If yas, giva wor oF dates of service) 
- 


212=211~2005 


Springfield Hospital Records: 


1B, CAUSE OF DEATH [Enter only one couse per line 


INTERVAL BETWEEN. 


far (0), (b), . 
(a), (b), and (c)-] ONSET AND DEATH 


Then please remave 


couse (o}, stating the under: 
cause last. 


(c). 


PAR EAT AS SAB aT Metastatic carcinoma Weeks 
/ DUE TO 
Conditions, if any, which tb Cancer of the rectum Months 
gove rise to immediote aera 


Chronic Brain Syndrome. 


Part I. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDI 


TION GIVEN IN PART 1(0)|19. WAS AUTOPSY 
ERFORMED? 
yes) NoX) 


20a. ACCIDENT WAS UNDERLYING [) 
OR CONTRIBUTING [] CAUSE OF DEATH 
{IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port II of item 1B.) 


}20c. TIME OF INJURY Month, 
Haur a.m. 


p.m. 


While 
ot work 


z 
Q 
=< 
‘ch 
= 
ig 
tv) 
= 
ye 
2 
3 


td 


the haspital ar attending physician. 
TOR: After this certificate has been signed by the attending physician and campletely filled in by me funeral director, 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


ACTUAL 
Senaturl A £94 Abs 


Doy, Year | 20d. INJURY OCCURRED 


21. | certify that | attended the deceased fram_July_6, 


200. PLACE OF INJURY (Hame, farm, | 20f. (City ar tawn) 
factory, street, office bldg., etc.) | 
i 


_ 19.59, September 2h, 19. 59that } last saw the deceased 


(County) (State) 


Not while 


D ot work 


alive on_ September 23, _, 12.59, and that death accurred at? 2OOAM, from the causes and an the date stated abave. 
ADDRESS (Street, city or town, stote) 


Springfield State Hospital 


DATE SIGNED 


9/2/59 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hayrs after 


page 3 shauld be detached far use as the burial-transit permit. 


(Stote} 


A ct fat A 44 M.D. 
oe — 
23 PHYSI@fAN'S 
£ez NAME (Type} Agustin delCampo, MD. 
& 4 Zz 2a. pon ema | re ‘alge: 72c_.NAME » CEMETERY OR CREMATORY or county) 

3 ‘3 d} ; , 
pies 72 -2F-59 ef Vekee jb heed: Y 
ofo “ ° ss ‘ 
ey f 23, FYNERALDIRECTOR'S SIGNATURE ; y DRE “nf - da, REC'D BY REGISTRAR /| 24b. REGISTRAR’S SIGNATURE 

LS Glad Feevulle, xd 13 | ES 
wie (Zee ef leg Popeeordllle, 2a rr Wi 
—— 


onl 


death. Page 4 
Funeral directar, 


Pages 1 ond 2 should be filed with 


&. 


bon papers. 


Then pleose remave 


the registrar prior to burial, cremotion, ar remaval, and in ony event within 72 houg 


the haspital or attending physician. 
‘OR: After this certificate has been signed by the attending physicion ond campletely filled in b: 


TENDING PHYSICIAN: The law requires that the deoth certificate be executed within 24 haurs <% 


1 


may be retaii 
TO FUNERAL D. 
page 3 shauld be detached far use as the burial-transit permit. 


TO HOSPITAL 


< 
a 


g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10106 
10127 CERTIFICATE OF DEATH 


Reg. Dist. No. 


1 laa pel a bo lala gh (Where deceased lived. If institution: Residence before admission) 
°. 2. b. COUNTY = f 
Carroll pel Maryland Balto,City 
b. CITY OR TOWN (If autside carparote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN [IF outside corporate limits, write RURAL ond give nearest town) 
RURAL and give nearest town) 
Sykesville iyr.lymos.25: Baltimore 3Val~4¥ 
3d. NAME OF HOSPITAL {If not in hospitol, give street oddress) d. STREET ADDRESS: e. I$ RESIDENCE 
= OR INSTITUTION ON A FARM? 
Springfield State Hospital 1517 S.Clinton St, ves (] No 
. DECEASED First Middle Lost 4, held Month Day Year 
(Type or print) Martin Francis Nevins oeath = September —2,_——-1959 
5. SEX 6. COLOR OR RACE 7. MARRIED[-] NEVER MARRIED] |8- DATE OF BIRTH 9. GE AG ea IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost lay} Months! Day Ir iin, 
Male White —|woowent _ovorceoO | June 10, 1906 (3 MS kee [ial a 
10a. USUAL OCCUPATION (Give kind of work dane] 10b. KIND OF BUSINESS OR ke BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) the 
Unknown Bde. . New Jersey U,SeAe 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Martin Nevins Lettia Judge 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
[¥es, no, or unknown} {IF yes, give war or dates of service) 
No | - = Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter only one cause per line for {0}, (b], ond {c).] INTERVAL BETWEEN 
PART I. DEATH WAS CAUSED BY: peat at BauLeN 
IMMEDIATE CAUSE (o|_ Coronary occlusion 
Oud XK DUE TO 
Conditions, if any, which Far advanced pulmonary tuberculosis: Years: 
gove rise to immediote DUE To 


cause (0), stoting the under- 
lying couse lost. (c). 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)|19. WAS AUTOPSY 
yes) NO 


Schizophrenic reaction, paranoid type. 


20a, ACCIDENT WAS UNDERLYING 0) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Part | ar Port Il af item 1B.) 


MEDICAL CERTIFICATION, 


[20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. {City or town) (County) (State) 
Hour 0. m. While ‘Nehwnile factory, street, office bldg., etc.) | 
pom. ’ ot wark [] at work [] i 
21. | certify that | attended the deceased fram May 9s , 19.8, September 219959 that | last saw the deceased 
alive an Septe bs; Teo ae and that death accurred at_ 15K, fram the causes and an the date stated abave. 


ADDRESS (Street, city or town, stote) DATE SIGNED 


9[25/59 __ 


tye Peg eceter: Lal Case 

musician's Yaeustin delCampo, M.D. 

Z2b. DATE THEREOF 

Z 7-29-59 

23. FU) MRECTOR’S SIGNATURE Lae 
GED. ‘ ; eg 


220. BURIAL, CREMATION, 
REMOVAL (Spgcify)- 


ce hs 
ER, 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 j 1 (7 


“= > “QERTIFICATE OF DEATH 
10128 Reg. Dist. No... 


J 

oe 

oO 

> 

a 

°o 

2 

fe 

= 1. PLAGE OF DEATH 2, USUAL RESIDENCE (HOME) OF DECEASED 

° ; 

= cowry Carroll MARYLAND STATE Pennae cmv Northcurmberha a 
—. ee 53 pS if (If outsida corporat its, write RURAL end give nearest town) 

°° this 

3 i Month TOWN rural Sunbury / 

8 / 

3 THOSPITAL OR STREET [rural give location) 

BX | Y sir aboess » Brown Road- Daughter's corse 

6 to fs! i ts! a aE e 7 

§ 3. NAME OF (First) (Middle) (Lost) 4 “iS (Mont! (Dey| (Yeer) 
= DECEASED 

2 (Type or Print) Agnes Verdilla Newman ceatn Septe 29 1959 
3 3, SEK DATE OF BIRTH 9. AGE lest birthday |_IFUNDER T YEAR |IF UNDER 24 HRS. 


‘WIDOWED, DIVORCED, 


“Wate| San Widowed 


emale 


6. COLOR OR | 7. SINGLE, MARRIED, 


April 23, 1880 “ie Al 


S| Days Hours pe 


I DISEASES OR CONDITIONS DIRECTLY LEADING TO DEATH ONSET AND DEATH 


i / IMMEDIATE CAUSE ) ZRONCHY GENIC ChAC WOM fe Zi, 


ANTECEDENT CAUSE(s) DUE TO 


DISEASES OR CONDITIONS, IF ANY, ® 


108. pave Dee ION pos om of yor 10b. KIND OF BUSINESS. 1. BIRTHPLACE (Steta or foreign country) 12, cua Hi WHAT 
lone during most of working lifa, aven OR INQUSTRY 

: nied HOUSOWATE own" Home Snyder Co. Penna. ys A 
2 . 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 

i 
Oo: Oliver Snyder Mary Burkey 
= £ WS. WAS DECEASED EVER IN U. S. ARMED FORCES? 16. SOCIAL SECURITY NO. 17, INFORMANT & ADDRESS 
33 Sago | reemerged e - = - - - + [Pred Heraan Finksburg, Md. 
e zg “18, MEDICAL CERTIFICATION INTERVAL BETWEEN 
es 
Zi 

oe 

Fs 

3 


iit seit Bale Git our 70 ye ee 
q TATING UN T. r 7 s / eo Ee; 
é 1 AARTER/OSCLEROTIC CVs EASE EARS 
a TI OTHER SIGNIFICANT CONDITIONS CONTRIBUTING 
3 TO THE DEATH BUT NOT RELATED TO THE 
2 DISEASE OR CONDITION CAUSING DEATH. 
192, DATE OF OPERATION 19b, MAJOR FINDINGS OF OPERATION 20._AUTOPSY? 
6 vis [] NO 
Tie, ACCIDENT WAS UNDERLYING L] | 2ib, PLACE (Home, ferm, fectory, Zle. WHERE DID INJURY OCCUR? (City or town) (County) Gretel 
Zz ‘OR'CONTRIBUTING ] CAUSE OF DEATH | OF INJURY street, office bidg., etc.) 
<q UF EITHER, NOTIFY MEDICAL EXAMINER) 
uy 2id, TIME OF INJURY (Month) (Day) (Yer) (Hour) | 216, INJURY OCCURRED 2if. HOW DID INJURY OCCUR? 
a While Not while 
PS M._|_at work et work L] 
=x 


22. 1 hereby certify that | attended the deceased from... Bee that | last saw the deceased 
ce PT. 2 


The bottom copy may be retained by the hospital or attending physician, 
certificate has been executed by the attending physician and completely filled 7 
death certificate assembly should be detached for use as a burial transit permit. 


TO FUNERAL DIRECTOR: The law requires that the death certificate be filed wit! 


& / alive omiye. 28... 19.2 Pacer and that death occurred at./Q.1. EM, from the causes and on the date stated above. 
a z IGNATURE . ‘ _ADDRESS_{Strest, city, town, tele) ==) DATE: SIGHED 
Beeste| Dida ©. StK/ nn AEM Sz. [lez srenszoudle/ Md. Yo#y 
E a oe RIAL, CREMATION, DATE THEREOF NAME OF CEMETERY OR CREMATORY LOCATION (City, town, or county} (Steté) 
uv 
< 3 Burial 10-3-59 Halls Cemetery MeKee's Half Falls, Pae 
2 3 | 24. REC'D BY REGISTRAR rela REGISTRARS SIGNATURE 2S. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 
“oT 1 Bnthag John R. Byers Weatminster,Md. 


DATE 
Js 


OR ATTENDING PHYSICIAN: athe low requires thot the death certificate be executed within 24 hours ofter death: Page 4 


—< TO HOSPITAL 
moy be retoine: 


2 


* 


the hospital or attending physician. 
OR: After this certificate hos been signed by the attending physicion ond completely filled in b 


o 


poge 3 should 


a 


od 


‘ith 


‘uneral director, 


mould be filed 


Poges 1 ond 


r death. 


Then please remove corbon papers. 


detached for use as the buriol-tronsit permit. 
the registror prior to burial, cremotion, or removol, ond in ony event within 72 ho; 


TO FUNERAL DI 


I 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


10129 CERTIFICATE OF DEATH 10108 


Reg. Dist. No. 
As Meant at DEATH 3 Sie ee {Where deceased lived. If institution: Residence before odmission) 
ps Carroll MARYLAND F Mary land b. COUNTY Carroll 


¢. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town) 
X¥Rural, Westminster 


b. CITY Caen (If outside corporate limits, write | ¢, LENGTH OF STAY IN 1b 
RURAL ond give neorest town) = 
Rural, Westminster 12 Years 
d. NAME OF HOSPITAL (If nat in hospital, give street address} d. STREET ADDRESS e. 1S RESIDENCE 
OR INSTITUTION 4 


Westminster, Md, Re D, 1 (Silver Run) || Westminster,Md, R-1 (Silver Run) | :A'O) 


3 Neves First Middle lost 4. Bare Month Day Year 
(Type or print) Margaret Louise Null DEATH September, 14 19 59 

$. SEX 6. COLOR OR RACE |7. MaRRieD [-] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (In years If UNDER 24 HRS. 
i - E igst birthdoy} Min. 
Female White wipowen f&] pivorceD (] 2/7/1875 tay. 


10a. USUAL OCCUPATION (Give kind of work done! 10b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (State or foreign country) 
during most of working life, even if rejired} 


12, CITIZEN OF WHAT COUNTRY? 


Retired - Housewor Her own home (Ret.!) Carroll Co., Md. vise 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Andrew Hosefeld Llottise Rinehart 


#2 WAS pee cree aad U.S. ARMED Lewes 16. SOCIAL SECURITY NO. | 17. INFORMANT Address 
jet no, oF urnowr {Mf ye, Give wor or don of serviou é 
No oe None W. Oscar Null, Westminster, Md. R.D.1 


18. CAUSE OF DEATH [Enter only one couse per line for (0}, (b}. and (c)-] INTERVAL BETWEEN 


PART |. DEATH WAS CAUSED BY: ONSET AND DEATH 
IMMEDIATE CAUSE (o}- 


DUE TO 


Conditions, if any, which (b 
gove tise to immediate 

catse {a), stating the under. ( DUE TO 
lying cause lost. fe 


Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{a}} 19. tee AUTOPSY 


RFOR MED‘ 
yes [J] NO 
200. ACCIDENT WAS UNDERLYING 1] 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 1B.) 
OR CONTRIBUTING OT] CAUSE OF DEATH 
{UF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) {County} {Stote) 
Hour a.m. While Not while foctory, street, office bidg.. etc.) | 
Pm. 19 lat work [] of work ‘ 


21. | certify that | attended the deceased from 2AM ney ea es » tok Seif Sg, 195Z...that | last saw the deceased 
alive ae 5 =, Ieee add that death occurred at RLS. M, from the causes and on the date stated above. 


MEDICAL CERTIFICATION: 


ADDRESS (Street, city or town, stote) DATE SIGNED 


4, 1d WwiKuog sh. Leatilin lh ZAYS9 
LD wkine! sh. Litrestpwny, PA 


D 
Ro. REM AU econo ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, town, or county) fal . 
Burial 9/17/29 Bachmans Valley Cemetery |Bachmans Valley, Carroll Co., MNde 
NERA DIRECTOR'Y si IATUR a ADDRESS: 24a, REC'D BY REGISTRAR 2ab. REGISTRAR'S SIGNATURE 
kere) cl Late vsstestown, Pox lou ggp18'59 | Outer 8 foe 
ee 


mieftes 1 LPoTTER _M. 


PS 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10130 CERTIFICATE OF DEATH 


10109 


— 


Reg. Dist. No. 


a ro 
& 3 1 i oe taal) 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
5 g or 0. STATE b. COUNTY 
“_ Ts MARYLAND 
aed Carroll Maryland Baltimore 
=. .90 b. CITY OR TOWN (IF autside corporate limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 s RURAL ond give neorest town) : i 
3s l, mos. Dundalk 22 OG 2402 
rod 4 d. NAME OF HOSPITAL (tf not in hospitol, give street address) d. STREET ADDRESS 2. IS RESIDENCE 
% ; OR INSTITUTION i ON A FARM? 
/ Springfield State Hospital Rose Bank Trailer Court Yes [] No 
First Middle lost 4. DATE Month Yeor 


* Beceaseo 
(Type or print) Blanche Wooden Parent 
$. SEX 6. COLOR OR RACE |7. MARRIED [2} NEVER MARRIED [] | 8. DATE OF BIRTH 


Do 
DEATH September 28, 1999 


9. AGE (In yeors [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
"eo. 7 Months] Doys | Hours] Min. 
yrs. 


Female White wioowed C] vworceo[] | October 3, 1908 
eS 10a, USUAL OCCUPATION (Give kind of work done| 1b. KIND OF BUSINESS OR INDUSTRY |11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
= during most of working life, even if retired) 
[ Housewife - Massachusettes: U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Philip Wooden Valentine Odett 
18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
(Yes. no, oF unknown] {IF yes, give wor of dates of service} 
No | - - Springfield Hospital Records 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢).] ONSET AND DEATH 


Then please remave carban papers. Pages 1 and 2 shauld be filed with 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 hours aff, 


29 — \. DEATH MEDIATE cause (a_ Myocardial infarction Months 
y Wf DUE TO 

Conditions, if ony, which ___Arteriosclerotic cardiovascular disease Years 
gove rise to immediote 

couse (0}. stating the under. f OUETO 

lying cause lost (e) 


Part I. Ve Depres: CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(0)|19. WAS AUTOPSY 
Reactive Depression, oo ee PERFORMED? 
yes(] NOT] 


200. ACCIDENT WAS UNDERLYING [] 

OR CONTRIBUTING [] CAUSE OF DEATH 
{UF EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Year | 20d. INJURY OCCURRED 


Hour 0. m. While Not while 
Pm, ot work [] ot work [1] 


21.1 certify that | attended the deceased fram May. 265 


alive on_September 25, _, 1259, and that death accurred at_8 04m, fram the causes and an the date stated abave. 
ADDRESS (Street, city or town, state} DATE SIGNED 


20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port I] of item 18.) 


20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote} 
factory, street, office bldg., etc.) i 
1 


Doy, 


MEDICAL CERTIFICATION 


TENDING PHYSICIAN: The law requires that the death certificate be executed within 24 haurs 


the haspital ar attending physician. 


TOR: After this certificate has been signed by the attending physician and campletely filled in by 


page 3 shauld be detached far use as the burial-transit permit. 


oo / ‘ 
Zig Name (fyps)___ Frank Magro, M.De iSykeeville, Merylend oe 
& a3 Za. BURIAL CREMATION, | 22b. DATE THEREOF De. NAME OF CEMETERY OR CREMATORY %d, LOCATION (City, fawn, ar ay (State) 
>> . 
BiG -28-59 New Cathedral Dem. Baltimore, Md. 
eo ie 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS ‘2da. REC'D BY REGISTRAR | 24b. REGISTRARS SIGNATURE 
Wats WA LLeonard 9. Ruck 5305 Harford Rd ae SEP 2.9 '59 Chung Mo eet 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 101 l 0) 
10 DICAL EXAMINER’S CERTIFICATE OF DEATH 


33 & * Reg. Dist. No. 

3 3 1, PLACE <i Aaa 2, USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission} 

He if eae Carroll marviano || ° STATE Maryland COUNTY, Garren 

ie > b. city. i anode {IF outside conporate Kimits, write RURAL c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limit, write RURAL ond give nearest town) 

ge Sykesville Syrs.5moselédays \, Hampstead 

‘3S d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) d. STREET ADDRESS #86 RESIDENCE 

“ Springfield State Hospital None ves) No LE 
3. NAN OF Fint Middle Lost 4. DATE Month Doy Year 


aces oe Charlotte Virginia Wilhelm Rinaman beams September 17, 1959 


5. SEX 6. COLOR OR RACE {7. MARRIED [] NEVER MARRIED (_]| 8. DATE OF BIRTH 9. AGE (in yoo [IFUNDER VYEAR] IF UNDER 24 HRS. 
fost birthday! Min, 
Female _|White __|wioowengy —_onorceoQ) | December 9,1870 | 88m. ["™| Om | Ho] 


102, USUAL OCCUPATIO! 
during most of working lite, even if retired) 


Housewif - Maryland 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


Danie] Whilhelm Charlotte B be SISA TS 
Taw Bie) Berton Gren 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
No | = x Springfield Hospital Records. 


18. CAUSE OF DEATH [Enter only one cause per line for (0), (b), ond (c).] INTERVAL GETWEEN 


DEATH WAS CAUSED BY: ONSET AND DEATH 
PART I. Wi A 
IMMEDIATE CAUSE {0} eura hours 


f . UE TO 


Conditions, if eny, which 0) Dissecting Aneurysm of the arch of the sorta 


gove rise to immediote co 
the mr UE To 


If any delay 


ind of work done! 10b. KIND OF BUSINESS OR INDUSTRY j 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


U.S Ae 


ges 1, 2, and 3 ta the funeral di 


File pages 1 and 2 with the registrar priar to burial, 


Page 5 may be retained for yaur 


years 


(6 rteriosclerosis 
PART I. OTHER SIGNIFICANT CONDITIONS CONTRISUTING TO DEATH BUT NOT RELATED. A ig psye DISEASE CONDITION A ah " PART 1(0)|/19. WAS AUTOPSY 
C.B.S.associated with senile brain disease otic react: < enor) 


20a. EXTERNAL CAUSE WAS 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture af injury in Port | or Port I of item 18.) 
PRIMARY (7 or CONTRIBUTING C) 
CAUSE OF DEATH. 


‘20c. TIME OF INJURY Month, Doy, Year 20d. INJURY oa 206. Harti OF de as {Home oar 1 20F. (City or town) (County) (Stote) 
H foctory, street office bldg 
orem OAI6/ 1959 [aie ry Notation Hospita 4 ‘ Sykesville Carroll Md. 


21. I certify that | taak charge af the remains described above, held an Autapsy J, Inspection (. Inquiry and find that 
death resulted fram: Natural causes [], Accident (], Suicide [1], Homicide (1, Undetermined cause []. 


MEDICAL CERTIFICATION, 


Chief Medical Examiner's Office along w 


te, writing the ward "‘pending’’ in pencil in Item 18. Give Pa: 
ECTOR: Page 3 should be used as a burial-transit permit. 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 


4 
& co, CHIEF MEDICAL EXAMINER [] aad 
3 32 3 ASSISTANT MEDICAL EXAMINER [[] ak 
£3ee James T, Marsh, M.D. DEPUTY MEDICAL EXAMINERIC] 9/11/59 
225 Po. BURIAL, CREMATION, [72b, DATE THEREOF Tie. NAME OF CEMETERY, OR CREMATOR 72d. LOCATION (City, town, or eounty) {Stote) 
Bes ) REMOVAL (Speci G ~ 1-54 oC “Oy Ailiod yy , ae | 

2 Qh ( Vedg. 2 Yt A 
) nae DIRECTOR'S SIGMATYRE ADDRESS 2a, REC'D BY REGISTRAR | 24b, REGISTRARS SIGNATURE 

VS, AISME(S) } fia WY, flour 

5M 9/55 oAMEP 2 2 '59 Cwttun & Find 
EE E——————E 


Filep 


[Tes, no, or unknown) {IF yes, give wor of dates of service) a 2 
: WW 220-38-1425 Ma Borzi-9402 Kingsley Ave. Beth. Md 


18. CAUSE OF DEATH [Enter only one cause per line for (a), (b), and (c).] 
_TATL OFATIAnebiate cause fo) Gunshot wound of head 
79IX DUE TO 
Conditions, if ony, which & 


gove rise to immediote couse 
(o}, stating the underlying( OUETO 


INTERVAL BETWEEN 
‘ONSET AND DEATH 


i tems 18-21 pi MARYLAND STATE.DEPARTMENT OF HEALTH—BALTIMORE, 18 1014; 
aN Ge 7 Mi DICAL EXAMINER’S CERTIFICATE OF DEATH 
So 0 Reg. Dist. No. 
s3t 2 1, PLACE OF DEATH 2, USUAL RESIDENCE (Where deceased lived. If Institution: Residence before admission) 
BE. 8 @. COUNTY CARROLL mamano || °° Maryland ».cOUNY Carroll 
a u 
zB 3 b, = OR TOWN pun ee corporate limits, write RURAL c. LENGTH OF STAY IN ib c. CITY OR TOWN (IF outside corporate limits, write RURAL ond give nearett town) 
ond give nea 
ge 3 Tmeytowm x Taneytown 
&¢ 5 d. NAME OF HOSPITAL OR INSTITUTION (If not in hospital, give street address) Re STREET ADDRESS * Is RESIDENCE 
¥S & x R, D, #1 M R. D,. #1 -M ves PQ_ No) 
velo 3. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
ao) o= DECEASED OF 
> 8% (Type or print) SANTO ROCCEL DEATH 1 
* 5 2 5. SEX 6. COLOR OR RACE |7. MARRIED [[] NEVER MARRIEDI]| 8. DATE OF BIRTH % aye cl, nee 
Be Male White [wow _ pivorcto 9/23/1893 5 : 
3 10a, USUAL OCCUPATION {Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |1. BIRTHPLACE (State or foreign country) fi2. CITIZEN OF WHAT COUNTRY? 
fa during most of working lite, even if retired) ” Ee 5 
EE oes Farmer Farming, Sicily U. S. 
> » 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
4 I Paola Roccella Santa Calderaro 
2 
é 
z 
E 
2 


Item 18. Give Pages 1, 2, and 3 to the funeral 


in pencil 


= 
oD 
g 
5 
x couse last. (e. 
. & 3 PART I, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. pera 
26 Ve Yig NOT] 
: X|3 be 
$5 E [Boa, EXTERNAL CAUSE WAS ]20b. DESCRIBE HOW INJURY OCCURRED. (Enlornoture of injury in Port I or Port It of item 18. 
Be of . 4 
a8 i | CAUSE OF DEATH. Shot in head 
oS a -= 
Sui  |20c. TIME OF INJURY Month, Day, Year 20d. INJURY OCCURRED [20e. PLACE OF INJURY (Home, fi 204. (City or town) (County) (State) 
es 8 Be fv eon Ye While Not while aioe seirsot:iotfi-a bla T x Cc 11 Ma 
£3 2 (Between 9/2& 9/6459 letwok(] otwok | Farm aneytown arroll 
4 21. certify that | took charge of the remains described above, held an Autopsy PX, Inspection [_], Inquiry [_], and find that 
#3 death resulted The couses [], Accident [], Suicide [], Homicide [i], Undetermined cause/[jQ// 
oo 
s 
oe 


TO DEPUTY MEDICAL EXAMINER: This certificate shauld be executed within 24 haurs after death. 


TO FUNERAL DIRECTOR: Page 3 shavld be used as a burial-transit permit. 


# “ pyr a mip, CHIEF MEDICAL EXAMINER C] isle sain) 
¥ 3 a ean ASSISTANT MEDICAL EXAMINER §] 9/8/59 
£22 NAME (type) W. Bradley King, Jre, MeDaerury mevicat examiner C] 
ee = 220: BURIAL, CREMATION, ‘2b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY 22d, LOCATION (City, town, of county) (State) 
AOE La 9/10/59 Gate! of Heaven ver Spring, Maryland 
aes 23. FUNERAL DIRECTOR'S SIGNATURE ‘ADDRESS 24o. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 


5M 9755 Robert A. Pumphrey Bethesda, Maryland] papep 11 59 nth B Fea 


‘MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10 CERTIFICATE OF DEATH 


10112 


Reg. Dist. No. 


Gove rise to immediote 


~ ce = 
> 2 3 > 1, PLACE OF DEATH 2. Ber rete (Where deceased lived. If institution: Residence before admission} 
2 z 4 . COUNTY MARY b. COUNTY 7 
* 58 W ae Maryland Baltimore ¥ 
a 3 re ¢. LENGTH OF STAY IN Ib ¢. CITY OR TOWN (If outside corporote limits, write RURAL and give nearest town) 

5 

2 tga 
v 32 y 3mi15a4 Baltinore 3Y i“ 
2 2 d. NAME OF HOSPITAL {If not in hos oddress) d. STREET ADDRESS @. 1§ RESIDENCE 
iS s S INSTITUTION ‘ON A FARM? 
oes Springfield State Hospital 17. Se Robinson St: ves (] no 
fos I NAME OF First Middle lost 4. Date Month Doy Yeor 
a 3 3 (Type or print) Anna Sche: DEATH mbe 
c= 
= ae 5. SEX 6 COLOR OR RACE |7. MARRieD [[] NEVER MARRIED [-} | 8. DATE OF BIRTH 9% AGE (tn ay IEUNDER UV YEAR| IF UNDER 24 HRS. 
= = lonths Min, 
3g. Female | White |wooweog) motto) | April 13, 187 Bly vm. |"orm] Or | : 
‘3 € oe 180. USUAL OCCUPATION (Give kind of work done) 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE {(Stote or foreign country} 12, CITIZEN OF WHAT COUNTRY? 
ae ae during mast of working life, even if retired) 
oS Rss Housewife _ os 
3. - Q 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
eo 5B 
peeks Conrad Schroll Mary Gphyou). k RLPP. 
= & g 18. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. |17. INFORMANT Address 
5 es {Y¥es, no. oF unknown), IM yer, give wor or dates of service) 
ope No = --= pringfield ate Hospital Record 
ore ee = _ 
3 Ps 18. CAUSE OF DEATH [Enter only one covse per line for (0), (b}, ond (c). INTERVAL BETWEEN 

Y 

3 ga PART |. DEATH WAS CAUSED BY: ONSEN get 
g ¢ OEATIMMEDIATE CAUSE (o]_ COLO Occlusion Hours 
5 2¢ LL AG. DUE TO 

“ 
= 3 Canditions, if any, which m»_Arteridosclerotic cardiovascular disease Years 
ia - 

c 

FA 

H 

a 

‘ 

9 

2 

2 

& 

3 

§ 


couse (0), stoting the under- DUE TO > 
é lying coure lost. )_Bronchopneumonia 
iu a én Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED ioe TERMINAL DISEASE CONDITION GIVEN.IN PART 1(0}|19. WAS AUTOPSY 
& & brain syndrome associated with senile brain disease with REAM EE: 
[ uy psycno ea on, YEE] Now 
pe E [200 ACCIDENT WAS UNDERLYING []__]20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
oe & ] OR CONTRIBUTING C) CAUSE OF DEATH 
3 G [UF EITHER, NOTIFY MEDICAL EXAMINER) 
3 &S [20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED ‘202. PLACE OF INJURY (Home, form, 1208. (Ci (City or town) (County) (Stote) 
& So Hour 0. m. While Not white. foctory, street. office bldg., etc.’ My $ 
3 = p.m. 1 Jot work [J] ot work 


21. | certify that | attended the deceased from. JULY Ay... 1957._, 0. September 1, 19.59,that | last saw the deceased 
alive onneptember Jy, mush 19.59 __ ., and that death accurred at. AshOAM, fram the causes and an the date stated abave. 


6 
& 
€ 
= 
3 
€ 
§ 
: 
é 
~ 
z 
o 
iS 
2 
z 
o 
oO 
€ 
£ 
= 
oO 
5 
a 
3 
& 
‘3 
5 
3 
2 
2 
13 
a 
5 
® 
$ 
© 
£ 


poge 3 shavid be detached far use as the burial-tronsit permit. 


TO HOSPITAL OR ATTENDING PHYSICIAN: The low re: 


; ADDRESS (Street, city or town, stote) DATE SIGNED 
+ SNAton mW mo eR NS 
$2 Nant tires Rita S, Glshn, M. D kest rland, 
33 Re. iEsp ‘Zc. NAME OF CEMETERY OR CREMATORY Td. LOCATION (City. town, or county} {State) 
Fe eS cel SLES NEIEY Cul peagornn Mitte 
. Wy vin DIRECTOR s RE a, S 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Vases) oe: ka Be LE ST lomeger 4°59 | Cntr fans 


15M 9/85. as 


=. 2 AP 


ed 


\ it 


ed wi 
if 


5 
3 
3 
3 
2 
3 
2 
5 
& 


Pepe ages 1 ond 2 shauld be fil 


Then please remave carbon pj 


the registrar priar ta burial, crematian, or remaval, and in any event within 72 haurs after dea 


* 
Pi 
a 
5 
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2 
x 
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= 
= 
¥ 
3 
FA 
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After this certificate has been signed by the attending physician and cg 


TENDING PHYSICIAN 


may be retai' 
TO FUNERAL D’ 


TO HOSPITAL 
‘OR 
page 3 shauld be detached far use as the burial-transit permit. 


Pad 
=> 
La 
32 
Es 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


10096 


Reg. Dist. No. 


1, PLACE OF DEATH 
ee MARYLAND 


b. CITY OR TOWN (If autside corporate limits, write 
RURAL and give nearest tawn) 


. LENGTH OF STAY IN 1b 


2. USUAL RESIDENCE (Where deceased lived. If institutian: Residence befare admissian) 
0. STATE b. COUNTY 


c. CITY OR TOWN (If outside corporate limits, write RURAL and give nearest town} 


festminste & months 
d. NAME OF HOSPITAL (If nol in haspitel, give street address} FE STREET ADDRESS e. IS RESIDENCE 
OR INSTITUTION ON A FARM? 
ordan Nursing Home, 527 E.Green St. Rural yes] No Gk 
3. NAME OF First Middle lost 4. DATE Manth Day Year 
DECEASED | F 
(Type or print) Sarah Ann Sell peatH = September 23 19 59 
S. SEX 6. COLOR OR RACE [7. MARRIED] NEVER MARRIED (] | 8. DATE OF BIRTH 9. AGE (In yeors [IF UNDER 1 YEAR| IF UNDER 24 HRS. 
lost birthday) [Months] Days | Hours | Min. 
Female White wiooweo[] —_ovorceo 1] | May 13, 1865 re. 
10a. USUAL OCCUPATION (Give kind af wark dane| 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (State ar foreign country) 12. CITIZEN OF WHAT COUNTRY? 
during most af working life, even if retired) 
Housework Own home Maryland U.S.A. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
Jacob Sell Elizabeth Hesson 
1S. WAS DECEASEDEVER IN U. S. ARMED FORCES? |16, SOCIAL SECURITY NO. INFORMANT Address 


(Yes, 90, oF unknown) 


no none 


| {IF yes, give war or dates of serves) 


Mr. 


Howard Maus, R #7, Westminster, Maryland 


18. CAUSE OF DEATH [Enter only one couse per line far (0), (b), and ()-] 


PART |. DEATH WAS CAUSED 8Y: 
IMMEDIATE CAUSE (a) 


INTERVAL BETWEEN 
ONSET AND DEATH 


/ } 
My hf 


DUE TO 
Canditians, if any, which 
gove rise ta immediote 

cause (0), stating the under. ( OVE TO 
lying couse last. ) 


Past Il. OTHER SIGNIFICAN’ 


ING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}/19. Bee AUTOPSY 


ERFORMED? 


yes] No (4 


200, ACCIDENT WAS UNDERLYING (1) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


ED. 


{Enter noture af injury in Part | ar Port tl of item 18.) 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 


MEDICAL CERTIFICATION, 


20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) 


(County) 


(State) 


Hour a.m. Whil hil factory, street, affice bldg., etc.) ! 
aa 127 let weri(alber ast es 1 
21. 1 certi ttended the deceosed from. — sae 190, TOCA TC Da ig BR hot | last sow the deceased 
olive on_ 2.6.. bP, ond That death occurred ot) M, from the couses ond on the dote stoted obove. 
3 ADDRESS (Street, city or town, stote} 
CTUAL | 
SIGNATUR MD. ASS AS MSA 
PHYSICIAN'S (v % e ‘Y, S77 \ 
NAME (Type) a : {\ ALN EIN AYA Iya VM MM 
a. BURIAL, CREMATION, | 225. DATE THEREOF Zac. NAME OF CEMETERY OR CREMATORY @d. LOCATION (City, tawn, or county) (State) 
REMOVAL fea” 
ural 25/59 Baust_ Cemetery Tyréne, Carroll, Maryland 
23. FUSERAL DIRECTOR'S SIGNATUREZ ADDRESS. 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
roriital te Pee wegEP 25°59 Clites f Keune 
O.Piss & Son an and 


rtown , Mary 


MARYLAND STATE DEPARTMENT OF HEALTH 
Division of 101 amet RESEARCH AND RECORDS, 301 W. PRESTON STREET, BALTIMORE 1, mare i] 4 


LO 13M@EDICAL | EXAMINER'S CERTIFICATE OF DEATH 


1. PLACE OP DEATH _ | 2. USUAL RESIDENCE (Where doceesed lived, If inslilulion: Residence before admission) 
Besa 2. STATE b. COUNTY 
MARYLAND Maryland _ Carroll 


b. CITY OR TOWN (if outside corporete limils, "| €. LENGTH OF STAY IN 1b ¢. CITY OR TOWN (If outside corporete limils, wrile RURAL end give neeres! lown) 
write RURAL and give nearast town) 
= Manchester _ “33 ty bow Manchester y - 
d. NAME OF HOSPITAL OR INSTITUTION not in hospitel, give street address) d, STREET ADDRESS @. 1S RESIDENCE 
ON A FARM? 


onl _12 New Street 12 New Street | ves] NOE] 


First Middle last 4. DATE Month Dey Yeer 
OF 


th, 


necessary, 
rector. Page 


z 


and 3 to the funer 


ith form PM3, Page 5 may be retained for your files. 


DECEASED 


_Mveorsim) = ROY ARNOLD _ SHORB | =A™ September 18, 195 
B. SEX 6. COLOR OR RACE] 7, MARRIED [_] NEVER MARRIED [2X] | @ DATE OF BIRTH 9. AGE (In yoors [IF UNDER T YEAR Ae UNDER 24 HRS, 
les! birthday) TEES Days | Hours 


_ Male _White widowed [] _oivorcep [] Ly: 16 =. | 
Bier 


. USUAL OCCUPATION (Give kind of work | 1Db. KIND OF BUSINESS OR INDUSTRY HPLACE (Stete or foreign country] 12. CITIZEN OF WHAT COUNTRY? 
jone during mos! of working fife, even if retired) 


student. : < , ___Maryland_ 2 ee Se! ae 


/73. FATHER’S NAME 14. MOTHER'S MAIDEN NAME 


#isieMarkle- 


s after death. 


“a 


15. WAS DECEASED EVER IN U.S. ARMED FORCES? | 16, SOCIAL SECURITY NO.| 17. INFORMA 
(Yes, no, or unkown) | (Ifyesgivaweror dates of servic: 


5 8-),0~2303 _ Charles_Shorh __ Manchesterp_Md. 


18. CAUSE OF DEATH { iEnter only on ona causa par line for (e), (b), and (c).| i INTERVAL BETWEEN 


ONSET AND DEATH 
PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (e)_ Massive subarachnoid hemorrhage _ 


3 puto rupture of congenital aneurysm with anterior cerebral 
Conditions, if any, which wy artery. _ 


DUE TO 


in 24 hours after death, If any di 


‘Address 


t. File pages 1 and 2 with the State Board of 


2 ()_ 
~ PART Il. OTHER SIGNIFICANT CONDITIONS. CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART Ia}] 19. WAS A AUTOPSY 
PERFORMED? 


2De. EXTERNAL CAUSE WAS _ 2Db. DESCRIBE HOW INJURY OCCURED. (Enler nalure of injury In Part | or Part It of item 18,) 
PRIMARY (] or CONTRIBUTING [] 
‘CAUSE OF DEATH. 


'20c. TIME OF INJURY — Month, Day, Yeer | 20d. INJURY OCCURRED | 2D. PLACE OF INJURY (Home, ferm, » 20f. (City or town) (County) 
Hour a.m. While __ Not While factory, streal, offica bldg., ate.) | 
19 t work [_] at work 


ee ee ee ee ee eee ee 
21. I certify that i took charge of the remains described above, held an Autopsy x. Inspection LI Inquiry (a! and in my opinion 


death resulted from: atural causes Accident oO Suicide ) Homicide [ef Undetermined manner oO 
CHIEF MEDICAL EXAMINER [_] 


SIGNAT DATE SIGNED 
SIGNATURE MD. ASSISTANT MEDICAL EXAMINER iP 


EXAMINER'S DEPUTY MEDICAL EXAMINER oO 9/19/59 


NAME (Typa) e Lovitt, Jr “9 MeD. Address (Street, city, town, or county) 


'22e. BURIAL, CREMATION,| 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or country) ~ (Stele) 
REMOVAL (Specify) 


i SS See 
23. FUNERAL DIRECTOR 24a. "“Skp REGISTRAR | 24b. GISTRAR’S SIGNATURE 
22°59 ~_ 
ward C. Tipton ___Hampstead DATE : 


ficate, writing the word “pending” in pencil in ltem 18. Give Pages 1, 2, 
MEDICAL CERTIFICATION 


4 should be forwarded to the Chief Medical Examiner's Office along wi 


TO FUNERAL DIRECTOR: Page 3 should be used as a burlal-transit perm 


i 


= 
"3 
2 
3 
3 
x 
o 
3 
Bef 
Fy 
o 
he: 
a 
2 
rt 
= 
= 
oi] 
2 
ce 
= 
: 
tal 
Ww 
] 
« 
0 
= 


cert 


mt 


xe 


or its designated agent, prior to burial, cremation, or removal, and in any event withi 


TO DEPU' 
please e: 


= 


1 ARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10135 CERTIFICATE OF DEATH 


10115 


18. CAUSE OF DEATH [Enter only ane cause per line for (0), (b). ond (<)-] 


PART I. DEATHS Was causa, Cardiovascular insufficiency 


Reg. Dist. No. 
* £e--~, 
& 3 1. PLACE OF DEATH a PUAN pesiberece {Where deceased lived. If institution: Residence before admission) d 
& & Mi Bae . MARYLAND b. COUNTY 
& if} Carroll. * Maryland Caroline County 
= y b. CITY OR TOWN {If outside corporate limits, write | c. LENGTH OF STAY IN Tb c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
My 2 RURAL and give nearest tawn) 
ees Henryton 10 days I Federalsburg 
By 3 a. WAME OF HOSPITAL {lf nat in hospital, give street address) d. siatiqotess e s RESIDENCE 
<4 = 
s Henryton State Hospital ‘iver Road YS L] NOE] 
8 3. NAME OF First Middle Lost 4. DATE Month Day Year 
3 {Type oF prin) Thomas Simms brad §=s September = =7 —199 
Ss 5. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 
= lost lame Months] Days | Hours] Min, 
“ Male Negro = |wioowin Q ovorceo] | March 8, 1683 ei 
a 10a. USUAL OCCUPATION (Give kind af work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Slote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
8, NS during an of ek life, even if retired) | 
borer aroline Poultry Maryland U. 8. As 
13, FATHER'S = 14, MOTHER'S MAIDEN NAME 


James Simms Millie Jinkins 
AS be: oes Al 6. tala bey Seed 16. SOCIAL SECURITY NO. INFORMANT Address 
Pe eats atta on earot sacl 
Thomas Simms Federalsburg, Md. 


INTERVAL BETWEEN 
ONSET AND DEATH 


Then please remave cq 


x DUE To 


Conditions, if any, which » _Far advanced pulmonary tbc, with cavitatio 
gove rise to immediote 

couse (0), stoting the under- ( DUE TO 
lying couse lost. {e) 


foctory, street, office bldg., etc.) ‘ 


Hour o. m. 


While Nat while 
fat wark [] of wark 


21. | certify that | attended the deceased fram August _ 29 


MEDICAL CERTIFICATION, 


R: After this certificate has been signed by the attending physician ond completely filled in by’@™ funerol director, 


TENDING PHYSICIAN: The low requires thot the deoth certificote be executed within 24 haurs 


Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THETERMINAL DISEASE CONDITION GIVEN IN PART I(0}]19. WAS AUTOPSY 
yes) No 
200. ACCIDENT WAS UNDERLYING []__ | 20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Port | or Port Il of item 18.) 
‘OR CONTRIBUTING L] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER} 
20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote} 


Bile dle ed , 1917 ,that | last saw the deceased 


the registrar priar ta burial, cremation, or remavol, and in any event within 72 hours f 


page 3 shauld be detached far use as the buriol-transit permit. 


3 
= alive on 5@} ember 7 eae SE: 5 eee , and that death accurred at. 10 Poy, fram the causes and an the date stated above. 
=6 ay a YW, ADDRESS (Street, city or town, stote} DATE SIGNED 
* Ae OO ees ip, 2 Sd Henryton, Maryland _9-7-59 __ 
= U t 
£23 iiietves Dts Régers M. Mecvlans; Sept. _ Henryton State Heepitel, Henryton, Mae 
8 3 3 Zo. Poa CREAT Oh 22b. DATE THEREOF 22c. NAME OF CEMETERY OR CREMATORY 22d. LOCATION (City, town, or county} (Stote) 
>> peci 
Bee Burial Sept.10,1959 | St. Poul Cemetery Near Federalsburg,, Maryland 
se F 23, FUNERAL DIRECTOR'S SIGNATURE ADDRESS 240. REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
3 AIS (4 J.J.Franptan and Son, Federalsburg, Maryland aad 40°59 rn Eee 


MARYLAND ST. \TE DEPARTMENT OF a aes 18 
CERTIFICATE OF DEATH sp ow ag BULLS 


with 


fler death. Page 4 
funeral director, 


& 


s 


1, PLACE OF DEATH ie errs RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
By! Cc 11 marYLAND || Maryland ici Balto, Cit 
b. CITY OR TOWN {If outside carporate limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporate limits, write RURAL ond give nearest tawn) 
sering Ley town) 
iat lyre 2mos, Balt: ¢ 
d, sera HOSPITAL (If not in hospital, give street address) d. STREET ADDRESS e. ep 
ringtield State Hospital Balto,City Hospitals,100 Marbit HiysO som 
. ae First Middle Lost 4. oe Month Day Yeor 
{Type or print) William Grover Sims beat = September 2 1959 
5, SEX 6. COLOR OR RACE ]7. MARRIED] NEVER MARRIED [] | 8. DATE OF BIRTH 9. AGE (a yor IF UNDER 1 YEAR| IF UNDER 24 HRS. 
ost joy] Months} Do: He Mi 
) Male White winoweo [] pivorceo [Z| December 5 » 189k eh a3| | a al 


10a. USUAL OCCUPATION (Give kind of work done 


\ 


10b. KIND OF BUSINESS OR INDUSTRY | 11. 8IRTHPLACE (Stote or foreign country) 12, CITIZEN OF WHAT COUNTRY? 


ing most of working life, even if retired} 

Betaretd Seaman Maryland U,Srks 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 

Seabron Sims Abbie Henson 
15. WAS DECEASED EVER IN U, S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 


(Yes, fF unknown) UF yes, give war or dates of service) 
ro) | - 


705-05-5105 Springfield Hospital Records 


Then please remove carbon papers. Pages 1 and 2 should be fil 


is certificate hos been signed by the attending physician and completely filled in by 
the registrar prior to burial, cremation, ar remavol, and in any event within 72 hours after a ame 


MEDICAL CERTIFICATION, 


TTENDING PHYSICIAN: The law requires that the death certificote be executed within 24 haur: 


y the hospital ar ottending physician. 


A 
TOR: After 


* 


moy be retai’ 


TO FUNERAL D" 
page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL 


INTERVAL BETWEEN 


18. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c)-] INTERVAL BETWEEN 


PART |, DEATH W. -AUSED BY: 
} IMMEDIATE Case jo) Recurrent carcinoma of the lung Months 
DUE TO. 
Canditions, if ony, which (o) 
gove rise to immediate 
cause (0), stating the under. ( OVE TO 
lying cause lost. {e) 
S raat Il. opfire mic ree con. CONTRIBUTING TO DEATH BUT ei ith. Sn THETERMINAL DISEASE CONDITION GIVEN IN PART 1(a)| 19. ped AUIONSY 
ont c reaction, paranoid type incipient CBS with cerebral) cS" Noy 
200. ACCIDENT WA’ P UNDERLYING on 20b. DESCRIBE HOW INJURY OCCURRED, (Enter noture of injury in Port ! or Port Il of item 18.) 
OR CONTRIBUTING [] CAUSE OF DEATH 
(I EITHER, NOTIFY MEDICAL EXAMINER) 
20c. TIME OF INJURY Month, Doy, Yeor | 20d. INURY OCCURRED | 20e. PLACE OF INJURY (Home, form, 1 20F. (City or town) (County) {Stote) 
Hour 0. m. While Not while foctory, street, office bldg., etc.) | 
p.m. v at work [] at work [) H 


21. | certify that | attended the deceased from. JULy_ iilsy = | , 1958_, toSeptember.- 29,159, that | last saw the deceased 
olive on_ September 28, | Nes ne ond thot deoth occurred ot_72 A_M, from the causes and an the date stated abave. 


wwf 4 ADDRESS (Street, city or town, state) DATE SIGNED 
Sitti L ced no. Springfield State Hospital 
NAME tee) Ce amp Oo a 5 a — ada cach 
220. BURIAL, Tt 7b. DATE ae _ 
= REMOVAL SE ae. iE OF sanasrazeaen Fad Loy ATION G Ne county] ; (Stote) 
OA: ). 3-54 SZ LtbECf) >: 


23. Fup 


< 
G 


R ‘Si {A ZS ‘24a. RE BY REGISTRAR ‘ab, REGISTRAR'S SIGNATURE 
eed Sw: pepe elle. , Hef \\ ois 233 i, BFC a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 101 f = 
CERTIFICATE OF DEATH Reg. Dist. No. ‘ 


= 
& is PROUT ad 2 gsio ial (Where deceased lived. If institution: Residence before admission) 
oP = b, COUNTY 
S Carroll mea?) Maryland Baltimore 
8 3 b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN Ib c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
8 s "Say ond ai rest town) 
ye ykesville 23 days: Baltimore 7 
2 2 d. NAME OF HOSPITAL (If not in hospital, give street oddress) d. STREET ADDRESS @. tS RESIDENCE 
a OR a ON A FARM? 
Ror ee Springfield State Hospital 6500 Lehnert Avenue ves 1] NO 
bs 5 1. NAME OF First Middle Lost 4. DATE Month Doy Yeor 
= DECEASED OF 
23 (Type or print) Myrta Isabel Snider BEATH September 7, 1959 
2 5. SEX 6. COLOR OR RACE ]?: MARRIED] NEVER MARRIED [] |8. DATE OF BIRTH 9. AGE In yoors IF UNDER 1 YEAR] IF UNDER 24 HRS. 
irthdoy} Min, 
4 Female White — |wiooweox) —oworceo | July 23, 1878 oe | 
5 


6... 1959, and that death occurred aff 


_M, fram the causes and an the date stated above. 


ly the haspi 
SECTOR: After this certificate has beet 


page 3 shauld be detached for use as the burial-transit permit. 


4 
5 a 
oO s 
Bos 
a 3 
© = 
£ > 
i 
3 
faa 
2G Be 100. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY |11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 8 3 during most of working life, even if retired) 
3 vds Nurse - Tllinois U.S.A. 
ign cots 13. FATHER'S NAME V4. MOTHER'S MAIDEN NAME 
© 596 
B Ser Albert Snider Sara Miller 
i = Q 3 15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Address 
5 a § a (Yes, no, oF unknown) UIE yes, give wor or dales of service) 
ees No | - - Springfield Hospital Records 
aes ge V8. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (c).] INTERVAL BETWEEN 
Tees PART |. DEATH WAS CAUSED BY: Arteriosclerotic heart di: Y 
2 Ose IMMEDIATE CAUSE (o} rterioscierotic hear sease ears 
5 #F 3 Oi a DUE To 
z, 2 
Hoty Céaditiont, if ony, whith w___ Chronic nephrosclerosis Years 
6 gES gove rise to immediote 
‘5. She couse (0), stoting the under- ( OUE TO 
= s 2 lying couse lost. (0) 
38 a Zz Pagg Il. OTHER SIGNIFICANTCONDITIONS CONTRIBU ING Ti EATH NOT,RELATED JO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0}|19. WAS AUTOPSY 
Rae 4 8 Ya ith 

SP anwe 2] C.Bed. assoc Ww c hear S€asee Bs anc 
wc é A] § S N 
£ u 
ia at & = 20a. ACCIDENT WAS UNDERLYING 1) 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port 1 or Port Ii of item 1B.) 
zs s OR CONTRIBUTING [1] CAUSE OF DEATH 
a § 3 © | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
g 3 5 &§ ]20c. TIME OF INJURY Month, Doy, Yeor |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County) (Stote) 
an = 3 Noor "6. Re White Nat able foctory, street, office bidg., etc.) | 
acs § s lot work ot work ! 
° 5 
z = 
fa] 2 
é a 
5 2 

5 

a 

5 

® 

i 

© 

= 


- ADDRESS (Street, city or town, stote} DATE SIGNED 
S| bs LLL Crzarfes Soringtield Stave Hospital 9/7/59 __ 
Z84 nari (/ Agustin delcaiipe, MD. / Sykesville, Maryland 
Fa cd Zz ON, 7b. DATE THEREOF Zc. NAME OF CEMETERY OR CREMATORY Fad. LOCATION (Citys oy, or county) ot 
Bis i LM psadlhstle, ergy. VDE: : If, 


F- 9-5 


7 


ADDRESS: p, 24a, REC'D BY REGISTRAR | 24b. REGISTRAR’S SIGNATURE 
4 


< 
& 
= 
a 


4 DATED 9°59 raves A g Lait 4 


15M 9/58 


y 1 MARYLAND STATE fae er 4 HEALTH-—-BALTIMORE, 18 
item 4. See: item 2 phone,F.L.) 10118 
: CERTIFICATE OF DEATH ; 


r 
I. * 10} Reg. Dist. No. 
3 5 (ai 1. PLACE OF D DEATH 2. Gee RESIDENCE (Where deceased lived, If institution: Residence befare admission) 
4 b. COU 
32 noe Carroll MARYLAND Maryland Carroll 
;° 8 b. CITY OR TOWN {If outside carporate timits, write | ¢. LENGTH OF STAY IN tb ‘¢; CITY OR TOWN (lf outside corporate limits, write RURAL ond give neares! town) 
s RURAL and give nearest tawn) “ 
Sz rural--Mt. Airy 6 yrs.  rural--Mt. Airy 
2 d. NAME OF HOSPITAL {If not in haspitol, give street address) fe: STREET ADDRESS WS RESIDENCE 
“ ¥ OR INSTITUTION IN A FARM? 
4 yes fg) No C) 


2. DECEASED First Middle tot 4, ea Month Doy> Yeor 
(Type er print) BERT Os SWARTZ DEATH SEPT. 1 8 


$. SEX 6. COLOR OR RACE | 7. MARRIED [J NEVER MARRIED ([} B. DATE OF BIRTH Ss AGE Me near IF UNDER_T YEAR] IF UNDER 24 HRS. 
a irthdoy} an. 
male white _|woowoc _oworcto C] | "7m 7m1892 ‘OF om q 


11, BIRTHPLACE (State ar fareign country) 12. CITIZEN OF WHAT COUNTRY? 


1h. 


100. i eoepog kind tee sae 10b, KIND OF BUSINESS OR INDUSTRY 
~ lordinance Engineer |Dept. of. Army 


Ill. US. 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
\ Jesse Swartz Clara Brodbeck 
ore eae pate A a ill ILS Ks 16. SOCIAL SECURITY NO. |17. INFORMANT Address 
no -- 8-32-8904 Mrs. Lillian Swartz, same 
18. CAUSE OF DEATH [Enter only one couse pehiline for (a), (b), and (¢)-] INTERVAL BETWEEN 


ONSET AND DEATH 


PART | DEATH MebIATY cause io) Cerebral Vascular 


Then please remove carbon popers. Pages 1 ond 


Dut To 
Conditions, if any, which () 
gave rise to immediate 
cavie {o), stating the under: ( OVE TO 
lying couse lost. a 


OR: After this certificote has been signed by the attending physicion and completely filled in 


TO HOSPITAL OR ATTENDING PHYSICIAN: The Jaw requires thot the death certificote be executed within 24 hours after death: Poge 


z. 
2 
& 
¢ 
£ 
3 
. 
: 
3 
2 
Eo 
ges 
32 
ce. rl Paar Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I(o)|19. WAS AUTOPSY 
jle 
3 3 $Malignant tumor of bladde yes] Now 
Bs & [200. ACCIDENT WAS UNDERLYING (]__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Part | ar Port Il of item 18.) 
. & | OR CONTRIBUTING L] CAUSE OF DEATH 
£5 & |e EITHER, NOTIFY MEDICAL EXAMINER) 
3.8 & |20e. TIME OF INJURY Month, Day, Yeor ]20d. INJURY OCCURRED [2c PLACE OF INJURY (Home, form, 1 20F. (Cityibr town) (County) (Stole) 
89 a Hour 9. m, While Not while factary, street, affice bidg., HH 
38 2 pm. 19 Jot work [J ot work [J ml 
$5 
RE 21. | certify that | attended the deceased from. 12/29/58__, he Be, 2 3 9/1. 1989__,that | last saw the deceased 
$5 alive an. 9/1 B/ , 12.89. __, and that death accurred at_1.240™, fram the causes and an the date stated abave. 
83 
e653 Pie ADDRESS (Street, city or town, state) DATE SIGNED 
v= , =e 
¢ & Seat AF SEA an 2M Sypee ee 2 ee 
3 - 
25 PHYSICIAN'S 
zis || |rupewes Gitein F, Meadors, M.D. Bac ay ee 
23 ? To. BURIAL, ce ‘Tic. NAME OF CEMETERY OR CREMATORY Tr2a. TOCATION aan Yawn, or county) (State) 
Oo 
5 ae S Bladensb g Mid 
- 28, FUNERAL DIRECTORS SIGNATURE AGES ‘Quo. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
¥salsuo ry Cc. M. Waltz, Winfield, Md ber SEP 22°59 Crhun B Kiesa 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 } 1 1 9 
10139 CERTIFICATE OF DEATH 


= 
RS 


~ vs Reg. Dist. No. 
$ 3 a 1. PLACE OF DEATH : 2, USUAL RESIDENCE (Where deceased lived. If insitution: Residence before admission) 
2 fy M BGA MARYLAND || °° B: COUNTY 
a 

€ Be\ b. CITY OR TOWN (If outside corporate limits, write | ¢. LENGTH OF STAY IN Ib €. CITY OR TOWN {If outside corporate limits, write RURAL and give nearest town) 
ey . RURAL and give nearest town) 
e332 3 $ days 
a 3 Kes Baltimore 22 al 
Z, 2 d°NAME OF HOSPITAL {If nat in hospital, give street address) d. STREET ADDRESS . 1S RESIDENCE 

= ns 7 OR INSTITUTION ON A FARM? 
_—o | 
Ss |_ Springfield State Hosnita: 2939 Yes 1 NO fa 
2 5 3. NAME OF First Middle Lost 4. DATE Month Day Yeor 
= ay DECEASED F 
« es Ce Slr Lenonard Prep Babel 9 6 ty 
2 28 5. SEX & COLOR OR RACE |7. mARRIED [5p NEVER MARRIED [1] |B. DATE OF BIRTH 9. AGE (In years [IF UNDER 1 YEAR] IF UNDER 24 HRS. 


last birthday) Mins 


wioowed [] Divorced [] 
10a. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 


during mast af warking life, even if retired} 
ee] Worker STEER pu FcR 


-_| Pennsylvania 
13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 


15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT Baltimdts"22 Ma 
% 


{Yes, 0, oF unknown) | {IE yes, give wor or dates of service) 
Vogel 2939 Liberty Parkway 


INTERVAL BETWEEN 
ONSET AND DEATH 


11. BIRTHPLACE {State or foreign country) 12. CITIZEN OF WHAT COUNTRY? 


U.S.Ae 


18. CAUSE OF DEATH [Enter only one couse per line for (a), {b}, and {e}.] 


Then please remave carban papers. 


the registrar priar ta burial, crematian, ar remaval, and in any event within 72 haurs afte 


PART I. DEATH WAS CAUSED BY: 
IMMEDIATE CAUSE (0 with metastasis months 
oe puto 2m Laver @ 
Conditions, if any, which (o) 


gave rise to immediate 
cause {o}, stating the under: (DUE TO 


(c) 


After this certificate has been signed by the attending physician and campletely filled in b; 


TENDING PHYSICIAN: The law requires that the death certificate be executed wi 


PHYSICIAN'S 
NAME (Type) 


guetin del eases, MOD. 


ify) 
aco P/ILG § fibre hesen/ FIRE pl ges bh ft LE LY. 


23. FUNERAL DIRECTOR'S SIGNATOR! WY ADDRESS y, 24a. REC'D BY REGISTRAR | 24b, REGISTRAR'S SIGNATURE 
Lg OC, 
LE kirk foodee 4, Soe 7|oaTeSEP 9 '59 Onttun & Hoaad 


E 
& 
Scie 
iz 8 5 Past Ul. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1(0)|19. WAS AUTOBSY 
£33 < ves Ge NOD 
Pie. i | 200. ACCIDENT WAS UNDERLYING []_ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il af item 18.) 
Seas & | OR CONTRIBUTING LI CAUSE OF DEATH 
eee © | (IF EITHER, NOTIFY MEDICAL EXAMINER} 
bes & |20c. TIME OF INJURY Month, Doy, Yeor | 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, ie {City or town) {County) {Stote) 
se 2 Heo ee While Kiet hte foctory, street, office bldg, etc.) 
Se. = p.m. 19 Jot work [1] at work 
a52 2 
a> 21.1 ca that | attended the deceased fram.___ 5 i . 19. 29thet | last saw the deceased 
£ 2 . nye 
ays: % alive an_. 1999 __, and that death acuiea at_—_"°*__M, fram the causes and an the date stated abave. 
£m 
E=Os DATE SIGNED 
ACTUAL Py 5 Let La z. 
o 3 SIGNATU! BS, mo, Springf: 
) 2 
4 es 
o 
a 
” 
° 
a 
8 
a 


Wes RIAL, CREMATION, 72b, DATE FHERFOF ‘2c. NAME OF CEMETERY ORERENTATORY 72d. LOCATION (City, town, or county) {Stote) 


TO HOSPITAL 
may be retai 
TO FUNERAL OD} 


Pd 
z> 
2a 
se 
Le 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 


; 0149 CERTIFICATE OF DEATH 10120 


Reg. Dist. No. 


— 


gave rise to immediote 
cause {a), stating the under. ( DUE TO 
lying couse lost. tc) 


~ ve 
o 3 : Dy ee fot 2. USUAL RESIDENCE (Where deceosed lived. If institution: Residence before odmission} 
& fz °. Seong Aa 0. STATE ; E b. COUNTY : 
. i= L, ly 2D0 O. 
= J os b. CITY OR TOWN (If outside corporote limits, write | c, LENGTH OF STAY IN tb c. CITY OR TOWN [IF outside corporote limits, write RURAL ond give nearest town} 
fg A epor 
y 3s RURAL ond give nearest town) 
3 §2 
cues Uniontown DA Uniontown 
, . ao d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS e. IS RESIDENCE 
™ OR INSTITUTION | ON A FARM? 
2 ac A yes F] Nog} 
2 £6 3. NAME OF Fist Middle Lost 4. DATE Month Day Year 
z wv - Ls egenge iat & 
eee Cesta Effie Viola agne a Septembe 2 19 59 
= 23 S. SEX COLOR OR RACE |7. MARRIED] NEVER MARRIED [gf | 8. DATE OF BiRTH 9. AGE {in nso FUNDER 24 HRS. 
= 3 lonths| Days | Hours] Min. 
ae White wipoweD [) oworceo O [June 1881 78. 
ee 26, 
3 € a. 10a. USUAL OCCUPATION (Give kind of work done| 10b, KIND OF BUSINESS OR INDUSTRY | 11, BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
oa Sot during mast af working life, even if retired) 
@ %a8 a ) 
z vu of D 5 A 
Pin Sette Ce nO Mary Lang 5 
g oB5 FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 
eo oF 
3 8 eS W Wlagnex Mary Unknown 
= 3 1S. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. | _ INFORMANT ‘Address 
= (Yes, no. oF unknown) {IE yes, give wor ar dates of service) 
8 
na | none Mr. William Segafoos 
£ 
9° 1B. CAUSE OF DEATH [Enter only one couse per line fos (a), {b), ond (c).] . , é INTERVAL BETWEEN 
3 j t ONSET AND DEATH 
2 PART I. DEATH WAS CAUSED BY: dnl Zea 4 
2 IMMEDIATE CAUSE (0) 4 v AA Oo = 
5 / 7 DUE TO 
2 ene é 
° Conditions, if ony, which oh 
3 
vr 
3 
3 
ph 
o 
2 
= 


TOR: After this certificote has been signed by the ottending physi 


page 3 should be detoched for use os the burial-tronsit permit. Then pleose ret 


< 
5 
2 a Past tl. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{o)]19. WAS AUTOPSY 
re 9 a ee 
4 < ys] no) 
= © ['20c. ACCIDENT WAS UNDERLYING is} ‘20b. DESCRIBE HOW INJURY OCCURRED. {Enter nature of injury in Part | or Part II of item 18.) 
r = 
Zs & | OR CONTRIBUTING LJ CAUSE OF DEATH 
Zé G | (IF EITHER, NOTIFY MEDICAL EXAMINER) 
se ar 
23 & [20c. TIME OF INJURY Month, Day, Year ]20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, form, | 20f. (City or town) (County} (Stote} 
S5 ra] Hour 0. m. While Nat hile factory, street, office bldg., etc.) | 
x = bd A 
as = p.m. lat work [[} ot work B 1 
es - CG - 
25 21. | certify thot! attended fh cele HSI? g. dee ae wlZ, to_ S spy eal. eS epee! I last sow the deceased 
ot a 
Ze alive an____. fF, 9a]... that deoth occurred at_______. _MJ from the causes dnd an the date stated above. 
e es be ADDRESS (Street, citys town, stots) DATE SIGNED 
ACTUAL | 
a SIGNATUR NO SL we 
: PHYSICIAN'S = ~~ 
NAME (Type) fp psf Nd EG ered 


‘20. BURIAL, CREMATION, | 22b. DATE THEREOF 


T Zc. NAME OF CEMETERY OR CREMATORY 
REMOVAL (Specify) 


9/15/59 Haugh's Cemetery 
sy DIRECTOR'S SI rau ; ADDRESS 
Vs AIS (4} é 6 ALY g 


& on faneytown, Maryland 


the registror priar to buriol, cremotion, ar removol, and in any event within 72 


TO HOSPITAL 
may be retoi 
TO FUNERAL D 


‘2db, REGISTRAR'S SIGNATURE 


Crtben & Kaus 


2do, REC'D BY REGISTRAR 


pate SEP 1 6 '59 


Prd 
= 
2 
8 
ra 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 10123 
~ ‘009 CERTIFICATE OF DEATH Leh 


Cd 


Reg. Dist. No. 


ADDRESS (Street, city or town, stote) DATE SIGNED 
Mo. 2 OO ile a /277 


+ se ee SENT 
% z = 1. PLAGE OF DEATH 2. USUAL RESIDENCE (Where deceased lived. If institution: Residence before odmission) 
wp cS °. b. COUNTY 
© 32 <i 2% = aa ene, Maryland Carrol 
£ Be b. CITY OR TOWN (If outside corporote limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outtide corporote limits, write RURAL ond give nearest town) 

§ 33 RURAL ond give nearest town} 

3.52 Ne len i i Westminster 
= 2 d. NAME OF HOSPITAL {If not in hospital, give street oddress) d. STREET ADDRESS 1 RESIDENCE 
5 o OR INSTITUTION coma ca 
S ” 5 No 
233 65 Main S+. / 265 EB, Main Ste Oo 
2 £6 3. NAME OF Fint Middle lost 4. DATE Month Do; Yeor 

Y 

= O- QECEASED | OF 
& 2, (ype or print) ee R a OEATH Sept. 13th I96919 
= ss s B. DATE OF BIRTH 9. AGE (In yeors (IF UNDER | YEAR] IF UNDER 24 HRS. 
= 55 lost biethdoy) baa Min 
pe te ’ widowed [] Oivorceo T) OT? 39 yn. 

2 Ea: 100, USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
2 3 2 8 during most of working life, even if retired) 

& Pes owner one or of service sta on Marylend UeSeAe 

B o2 13, FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
© 8 Sf 
8 ek D6 *) i BEL? 11.6 i " Mo—Grabb 
= 33 3. 15. WAS DECEASED EVER IN U. 5. ARMED FORCES? [16. SOCIAL SECURITY NO. | 17. INTORMANT _ ot, 
= aeE= anoo- ernie) Wyw.geemer or dosleenes) [goon noon ed MADOL Ge Wagner 265 BE. ‘fitin st. (wife) 

8 fan ‘ MIE ALS KT 

BBE as Ses es WWII 2 << Westm € da. 

Serpe 18. CAUSE OF DEATH [Enter only one couse per li . (b}, FE INTERVAL BETWEEN 
© 252 4 ONSET AND DFATH 
to. Weqa's PART |. OEATH WAS CAUSED BY: 

#7 See , IMMEDIATE CAUSE (0! Sart 
= eis 
Seecate DUE TO — 
bed et Conditions, if ony, which 0) 

Bagels gove rise to immediote 
=o sea: cotse (0), stoting the under. ( CUETO = 
Se%=R lying couse lost. ( 
25 es tying 
g5° 5 Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART 1{0)|19. WAS AUTOPSY 
Sec =p 2 7 << ka. PERFORME! 
> = 9 & 
2333 < YES [] NO 
ey = | 200. ACCIDENT WAS UNDERLYING []_ | 206, DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
sear & | OR CONTRIBUTING [] CAUSE OF DEATH 
ESZs & [ (IF EITHER, NOTIFY MEDICAL EXAMINER) 
Paes a z i RanaNGaae ban, 
O58 S & [20c. TIME OF INJURY Month, Day, Year ] 20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20F. (City or town) (County) (Stote) 
5.285 a Hour o.m. While Not while factory, street, office bldg., etc.) | 
sig g p.m. 19 fot work [J of work [] ' 
Syne = i 
ote 21. | certify thot (atjended the deceosed prety we WEL, to. sh 3... 19S Z,that | lost saw the deceased 
3.9 " nh 
* es 33 alive on. te /T fe, wS7..., ond that déoth occurred ot SS As7h- . from the couses and on the date stated above. 
£ 4 ‘ 
=635 
s 
ie 
a 
5 
3 
Q 
° 
= 


TO HOSPITAL OR ATTENDING PHYSICIAN: The lo: 


i 
ACTUAL 
a SIGNATURI 
3 "s, Chepko 

ce CERES ees once a a i a ae eae Wet Be 
3 3 o ‘220. BURIAL, CREMATION, | 22b. DATE THEREOF 2c. NAME OF CEMETERY OR CREMATORY ‘22d. LOCATION (City. town, or county) GH 

pee ade” | Septe Iéth 59 Evergreen Memorial Ceme| Finksburg, Carroll Co. Md 

2 oF ff he’ é ADORESS, 24a, REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 

Vs AIS (4) Z 4. 7«, 2548. Nain St. Westminster, Sores 


15M 9/55 a 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
10141 CERTIFICATE OF DEATH 


ome 


10122 


DATE SIGNED 


9/4/59. 


1 


ACTUAL 
SIGNATUR' 


» 


poge 3 should be detoched for use os the buri 


MANcinya Francesco Magro, M.D. Sykesville, Maryland 


aw Pes Reg. Dist. No. 
oy 3 3( M . PLACE OF DEATH 2 USUAL RESIDENCE (Where deceased lived. If institution: Residence before admission) 
os 8 °. °. b. COUNTY 
Spe Carroll MARYLAND Maryland Carroll 
3 2 3 b. ASNT Beds (If outside ie limits, write | c. LENGTH OF STAY IN 1b c. CITY OR TOWN (If outside corporote limits, write RURAL ond give nearest town) 
6 ond give nearest town! 
: } 
2 $2 Sykesville 16yrs.7mos.lifays X Manchester + 
3 o O d. NAME OF HOSPITAL (ff nol in hospitot, give street oddress) d. STREET ADDRESS e. IS RESIDENCE 
Fa OR INSTITUTION ON A FARM? 
was 5) d State Hospital / None ve) NOL 
2 = 6 3. NAME OF First Middle Lost 4. DATE Month Doy Year 
Se } 
a 35 Nye el Cora Ve Warner DEATH September 3, 1959 
= 
= 8 5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED By 8. DATE OF BIRTH 9. AGE (In years |IF UNDER 1 YEAR| IF UNDER 24 HRS. 
= Ss Pe los thdey) [Months] Doys | Hours 
aks Female White = |woowe t] ovorceo] | Unknown yrs. 
23 
2 eE8. 10a, USUAL OCCUPATION (Give kind of work done|10b. KIND OF BUSINESS OR INDUSTRY | 11. BIRTHPLACE (Stote or foreign country) 12. CITIZEN OF WHAT COUNTRY? 
g 8 a3 woe most of working life, even if retired) and U.SeA 
x ons - Mary: an erehe 
So Zev 
3 iS) 3 & 13. FATHER'S NAME 14, MOTHER'S MAIDEN NAME 
s 
2 3c I George L, Warner Maudy Heindel 
8 2¥z 
Se = 3 1S, WAS DECEASEDEVER IN U. S. ARMED FORCES? |16. SOCIAL SECURITY NO. INFORMANT . Address 
: a & (Yes, n0, oF unknown} (IF yes, give wor or doles of service) 
th ote No | < « Springfield Hospital Records: 
%° Pst 1B. CAUSE OF DEATH [Enter only one couse per line for (0), (b), ond (¢)-] INTERVAL BETWEEN 
vu =a; PART |, DEATH WAS Cal : * 
se ¢2 iMMcbIAte cause (o__ Metastatic carcinoma of both lungs Months 
5 fF? 710% DUE TO 
= 
= . a9 Conditions, if ony, which w__ Carcinoma of left breast which was removed by | Years 
3 Eo gove rise lo immediote 
Secs couse (0), stoting the under. ( DUE TO operation. 
os 3 5 z lying couse lost. e) 
708 5 a Zz Part Il. OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART I{o)|19. WAS AUTOPSY 
a fe) PERFORMED? 
oases 64 |z| Psychosis with organic changes of the nervous system, ves BJ NOC] 
BS 4 i . 
Foot B = | 200. ACCIDENT WAS UNDERLYING OJ 20b. DESCRIBE HOW INJURY OCCURRED. (Enter noture of injury in Port | or Port Il of item 18.) 
Poze = 
ees. 5 | OR CONTRIBUTING LJ CAUSE OF DEATH 
q Re 2 oO 6 (IF EITHER, NOTIFY MEDICAL EXAMINER) 
QZ a 5 5 G ]20c. TIME OF INJURY Month, Doy, Year |20d. INJURY OCCURRED | 20e. PLACE OF INJURY (Home, farm, | 20f. (City or town) (County) (Stote) 
~S2%s ray Hour o. m. While Not while foctory, street, office bldg.. etc.) ! 
= 5 2 8 3 p.m. 19 lot work [7] of work 1 
. ae oS 
23252 
o= <22 
aes 
wc a 
E280 
5 
& 
5 
i. 
£ 
‘ 
+ 


Zid. LOCATION ae 74 or Le 2 nh 


2b. REGISTRAR'S SIGNATURE 
Critun & Finsaa 


TO HOSPITAL 
moy be retai 
TO FUNERAL 


24a. REC'D BY REGISTRAR 


pats SEP 9 '59 


Zo. RENOVA Bret ‘@b. Vi THRREOF ‘Tic. NAME OF CEMETERY OR CREMATORY 
ey Cha “Zila g- 
od 
23. FUNERAL PI Fda AOS = 
CA J * - 
as ler ftchs, faa. 


< 
a 


AIS (4) as 
SM 9/58 a \Y 


soe 


er death. Page 4 
funeral directar, 


» 
Pages 1 and'2'should be filed with 


TOR: After this certificate has been signed by the attending physician and completely filled in b 
Then please remave carban pa 


the registrar priar to burial, crematian, ar removal, and in any event within 72 hours after di 


TENDING PHYSICIAN: The low requires that the death certificate be executed within 24 haurs 
the hospital ar attending physi 


TO FUNERAL Di 


page 3 should be detached for use as the burial-transit permit. 


TO HOSPITAL 
may be reta 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 1 0123 
10142 CERTIFICATE OF DEATH : 


Reg. Dist. No. 
i. deo ck a Het RESIDENCE (Where deceosed lived. If institution: Residence before odmi } 
0. COU! o. STATE b. COPNTY, 
MARYLAND : 
; Maryland ontgomery J 
b. CITY OR TOWN (IF outside corporate limits, write LENGTH OF STAY IN Ib c, CITY OR TOWN (If autside corporote limits, write RURAL ond give nearest town) 
RURAL ond give nearest town) ’ 
70013 Silver Spring [BPG Ae 
d. NAME OF HOSPITAL (If nat in haspital, give street address) d. STREET ADDRESS @. 1S RESIDENCE 
OR INSTITUTION ON A FARM? 
Springfield State Hospital ves (] No Ry 
|. NAME OF Fi ic 4.0. 
DECEASED irst Middle Last — Month Doy Year 
(Type or print) Charles Encelle  W. DEATH September 2 19 59 
5. SEX 6. COLOR OR RACE |7. MARRIED] NEVER MARRIED [7] | 8. DATE OF BIRTH 9. AGE (In years [IF UNDER I YEAR] IF UNDER 24 HRS. 
Jost birthday) [Months] Days | Hours | Min. 
Male White — [wioow tg oworcto | Jaumer 10, 1879 | 80m. 


1Oc. USUAL OCCUPATION (Give kind of work done] 10b. KIND OF BUSINESS OR INDUSTRY 
during most of working life, even if retired) [MACHINERY MFG, 
Dr -= 


11. BIRTHPLACE (Stote or foreign country} 12. CITIZEN OF WHAT COUNTRY? 


aftsman West Virginia U.SeAe 
13. FATHER'S NAME 14. MOTHER'S MAIDEN NAME 
Thomas E. Wayman Alice Brock 
ie was Sate Be) U. $. ARMED forces 16. SOCIAL SECURITY NO. INFORMANT Address 
ec ot erinews) yes wee wor or Got of wv 
No eee 23601606778 | Springfield Hospital Records 
1B. CAUSE OF DEATH [Enter ‘only one couse per line for (a), (b), ond (e).] RCE eT 
_ PART LOATH MEDIATE Cause fo) Acute prostatic abscess weeks 
G1/%X DUE TO 
Conditions, if ony, which Bilateral suppurative nephritis days 


gave rise to immediote 
cause {a), stating the under. ( DUE TO 
lying couse lost. (¢ 


Part Il. OTHER SIGNIFICANT, INQITIONS CONTRIBUTING TO, TH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN,PART I(o}|19. WAS AUTOPSY 
CBS areres wit ete of, netabolisn, gr or nutrition, with: se PERFORMED? 


yes QE No) 
200. ACCIDENT WAS UNDERLYING ()__ | 20b. DESCRIBE HOW INJURY OCCURRED. (Enter nature of injury in Port | or Port Il of item 18.) 
OR CONTRIBUTING C] CAUSE OF DEATH 
(IF EITHER, NOTIFY MEDICAL EXAMINER) 


20e. PLACE OF INJURY (Home, farm, | 20f. (City or town} (County) (State) 
factory, street, office bidg., etc.) ; 
| 


20c. TIME OF INJURY Month, Day, Year | 20d. INJURY OCCURRED 
Hour 0. m, While Not while 
p.m. tf work 


21. | certify that | attended the deceased from__danuary 19, 1957_, 1.__September 21959 that | tast saw the deceased 
alive on_September 2 Pe es : 19. 59_, and that death accurred a9shSP ou, from the causes and an the date stated above. 


ADDRESS (Street, city or town, state) DATE SIGNED 
Sonar , Ap Cine wo. Springfield State Hospital 9/3/59. 
Nametiyes Agustin del Campo, MD, _.. Sykes 


‘Zo. BURIAL, CREMATION, | 22b. DATE THEREOF 


TEARS. “E"BuRTAL 9/5/59 
foe OBESTOB y oa ab SILVER SPRING, MD. 


e 


MEDICAL CERTIFICATION 


‘2c. NAME OF CEMETERY OR CREMATORY 72d. LOCATION (City, tawn, ar county) é (Stote) 
Woodlawn Cemetery ‘airmont, West Virginia 


24a. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATURE 
DATE 1 és 


ome 


10143 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
CERTIFICATE OF DEATH 


10124 


ot Reg. Dist. No. 
3 = L eet 2. USUAL RESIDENCE (Where deceased lived, If institulion: Residence before admission} 
e2 @. b. COUNTY f 
32 Gerroll is ean Maryland Baltimore a 
Be b. CITY OR TOWN {IF outside carporote limits, write | c. LENGTH OF STAY IN Ib ¢. CITY OR TOWN {If outside corporote limits, write RURAL and give nearest! town) 
s a RURAL Res as neorest town) 
es Kesville (Rural) |2 y 3mi4 Baltimore jy 
U2 d, NAME om HOSPITAL {If not in hospital, give street oddress} | d. STREET ADDRESS @. 1S RESIDENCE 
2 me oR Sort ‘UTIOT ON A FARM? 
». gfield State Hospital _5 Ne East Aveme yes] Nox] 
3 = First Middle lost 4. DATE Month Day Yeor 
(Type er print Pauline Matilda Wiegand DEATH September 1959 
5. SEX 6. COLOR OR RACE |7. MARRIED [7] NEVER MARRIED [1] | 8 DATE OF BIRTH 9. AGE {In yeors [IF UNDER 1 YEAR) IF UNDER 24 HRS. _ 
lost birthdoy) Min. 
Thies la White _|wwowenpg —oworceo O | October 5, 1881 im 


Wo. USUAL OCCUPATION (Give kind of work don 
during mos! af working life, even if retired) 


Housewife 


u 


pat 


ye) 106. KIND: “ BUSINESS OR INDUSTRY 


12. CITIZEN OF WHAT COUNTRY? 


UsSeAe 


" BIRTHPLACE (Stole ar foreign country) 


13. FATHER'S NAME 


Karl Gerlach 


14. MOTHER'S MAIDEN NAME 


Maria Lemmert. 


CYB 
15. WAS DECEASED EVER IN U. S. ARMED FORCES? |16. ee SECURI 
(Yer, no. or unknewn) I yas, give war oF dotes of service] OL 


ITY NO. 
No Hod 


17, INFORMANT ‘Addrent 
Hi 


pital Record 


18, CAUSE OF DEATH [Enter onty one couse per line for (0), (b}. ond (c).] 


PART |, DEATH WAS CAUSED BY. 
IMMEDIATE CAUSE (0! 


Then please remave carbon papers. Pages | an 


LY i 
Conditions, if any, which 
gave rise to immediote 
cause (a), ateting the under: 
tying cau! iB 


{b) 
DUE TO 


{c). 


OUETO —Amteueteezerbtbe Arteriosclerotic Cardiovascular 


INTERVAL BETWEEN. 
ONSET AND DEATH 


—dexs— 


yeurs 


2 law requires that the death certificate be executed within 24 haurs ofter death: Page 4 


CTOR: After this certificate has been signed by the atfending physicion and completely filled in 


the registror prior ta burial, crematian, ar remaval, and in any event within 72 haurs afte; 


oa ere ‘is 


Ba 
os 


& 

623 

ig 6 ra Paar Il, OTHER SIGNIFICANT CONDITIONS CONTRIBUTING TO DEATH BUT NOT RELATED TO THE TERMINAL DISEASE CONDITION GIVEN IN PART !(0)] 19. Aser 

£ & 5 Chro brain ndrome associated with senile brain disease, with vs] nog 
> ce) Pe) OsvCho n 
Le = | 200. ACTIOENT WAS UNDERLYING CJ Fob DESCRIBE HOW INJURY OCCURRED (Enter noture af injury in Port | or Port Il of item 18.) 
33 & | OR CONTRIBUTING LC) CAUSE OF DEATH 
Ze 2 © | Ge EITHER, NOTIFY MEDICAL EXAMINER) 
sts § |200. TIME OF INJURY Month, Day, Year [20d, INJURY OCCURRED [20s PLACE OF INJURY (Home, farm, 1207 (City or town) (County) ote) 
Petes Fat Hour 0. m. While __ Not while foctory, street, office bldg.. etc.) | hae 
Se g ciate lo! wark [_] ot work ' Ses 

= 5 . a 
2 eS 21. t certify that res the ier fram. July _ 235. era 19.59, September ly, 19. 59.that t last sow the deceased 

3 

o< 3 alive on. Sept: ) _.-. and that. death occurred at0200_4AM, fram the causes and on the date stated abave. 
E =O3 we ADDRESS (Street, city or town, slote) DATE SIGNED 
<2 ACTUAL g 
& ae SIGNATUR BG wh De MD. 2.22 OO Tae. ae 9fu/59 
Sey i PHYSICIAN'S 
S222 | |_[Name tyes) Konstantin Weber, M, De Sykesville, Maryland 
See Zo. BURIAL, CREMATION, | 22b. DATE ene 7c. NAME Se OR CREMATORY 72d. LOCATION pes town, or county} (Store) 
9,58 MOV AL — > Te j 
Seo e = ey Wie Pre cccdon, (U24, tA ly 
ze 23, FUNERAL OME OR'S SIGNATUR' , /| 240. REC'D BY REGISTRAR | 24b. REGISTRAR'S SIGNATUR! 


Eo, oatSEP 9 59 g 


MARYLAND STATE DEPARTMENT OF HEALTH—BALTIMORE, 18 
K Long 4 CERTIFICATE OF DEATH toa nd ULOO 


eee 

22 1, PLACE ¢ 9 DEATH es oy oS (Where deceosed lived. If institution Residence before admission) 

ae AND fp». COUNTY 

nl Ei ) poets AAG LECH FEL “i 

Be Be am tele TOWN {if spine corporote fimits, write | ¢, yakspes OF STAY IN Ib «. Ab QR TOWMAIE outside corposote limits, write RURAL ond give nearest town) 

s ond give neo 4) 

os i, (Lith 

25 ee AA ej 

2 2 / STREET ADDRESS . IS RESIDENCE 
ON A FARM? 


J NAME OF HOSPITAL (IF not in hospitel, give street a 
OR INSTITULIO} Low 4 
pope Ly 


3. NAMI 


E OF First Middl © Lost 4. DATE y 
Nae ar N ina dD pia los DA Yonth rh a : 
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